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Chapter I
INTRODUCTION
Nursing education is in a state of flux. Emphasis is 
currently on limiting nursing education to institutions of 
higher education as opposed to hospital based programs. 
Preparation through diploma schools of nursing 
(non-collegiate hospital programs) is declining. The number 
of diploma programs has decreased from 910 in 1955 to 344 in 
1978, while associate degree nursing programs have increased 
from 48 in 1955 to 666 in 1978, and baccalaureate degree 
nursing programs have increased from 170 in 1955 to 348 in 
1979 (National League of Nursing, Nursing Data Book, 1979).
Nursing is striving to be recognized as a profession, 
which connotes an occupation or vocation requiring advanced 
training in specific areas. Extensive studies over the past 
20 years or more have attempted to identify and refine the 
role and functions of the professional nurse. The results 
of these studies have been reflected in frequent changes in 
educational programs. Unfortunately, it does not appear 
that the educational changes in the programs of the nursing 
schools have been coordinated with the practice settings of 
nurses, particularly, at the entry level.
Better educated nurses expect to play a more dominant 
and decisive role in the provision of quality patient care. 
On the other hand, it has been claimed that as the cost of
11
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health care increases, many directors of nursing seek nurses 
at low salaries without appropriate concern for educational 
preparation. When hired, the registered nurse is placed in 
a bureaucratic system without opportunity for individual 
initiative. Some authorities have posed this type of work 
assignment as a primary factor in the high number of nurses 
leaving the profession (Brandt, Hastie, & Schumann, 1967; 
Kramer, 1970; Haase, 1976; Donovan, 1980; Aiken, Blendon, & 
Rogers, 1981; Hospital Roles 'Inhibit* Nursing, ANA Tells 
Institute of Medicine, 1981; Wolf, 1981). In 1973, there 
were 1,MOO,000 registered nurses; 25% were inactive, and 25% 
were active only sufficient to maintain their licenses. Of 
the remaining 50%, only 525,000 nurses worked full-time 
(Lysaught, 1973). Statistics are much the same today 
(Aiken, Blendon, & Rogers, 1981; Nurses Today: A
Statistical Portrait, 1982). More nurses today are seeking 
employment in health care agencies because agency nurses can 
choose their hours and areas of work. In addition, agency 
salaries are higher than for hospital nurses (Aiken,
Blendon, & Rogers, 1981; Nurses Today: A Statistical
Portrait, 1982).
Although the goal of nurse educators is to upgrade 
nursing education, the majority of community college nurse 
educators appear to be providing associate degree nursing 
students (two-year college nurse graduates) with essentially 
the same information obtained in baccalaureate nurse 
programs without adaptation to the philosophy of the
13
associate degree nurse programs. The educational philosophy 
of the associate degree nursing programs is to prepare 
nurses to perform intermediate nursing functions requiring 
skill and some judgment, such as planning and giving nursing 
care for common recurring health problems under supervision 
of the professional nurse plus assisting in the evaluation 
of the nursing care given. According to Michelmore (1977), 
baccalaureate programs do little more than repeat associate 
degree content, with increased depth. Michelmore further 
argues that there is no justification for separate levels of 
nursing education. Sheahan (1972) proposes that the 
educational process can be improved without professional 
practice changing.
According to Sheahan (1972) there are several levels of 
nursing education but only one level of nursing practice.
Yet there have been and are still three avenues to 
registered nurse licensure: the Associate Degree in Nursing
(ADN), the Bachelor of Science in Nursing (BSN) and the 
Diploma/Hospital (non-degree) programs. Moreover, the 
American Nurses’ Association (1965), the official voice for 
nurses, has proposed that by 1985 BSN programs should be the 
only pathway to professional nursing. This proposal 
suggests that graduates of AD and diploma schools of nursing 
will, upon successful completion of a nurse licensure 
examination, be registered nurses known by a name other than 
professional nurse. Only a BSN graduate would be known as a 
professional nurse if the proposal was adopted.
14
The Need for the Study 
Opponents to the BSN-only pathway to professional 
nursing stress that all nurse graduates from the three 
educational levels take the same nurse licensure examination 
and are employed and reimbursed at the same level. A need 
exists for a study to assess this situation. The study 
would need to ascertain how graduates of each of the various 
levels of educational preparation perform on the job. In 
this study, because of the current emphasis on limiting 
nursing education to institutions of higher education, only 
ADN and BSN graduates1 clinical performance will be 
evaluated. Despite the growing volumes of literature 
concerning evaluation of clinical performance, very little 
is established about the differences in clinical 
performance of graduates of the different types of nursing 
education programs (Gray et al, 1977). Is there a 
perceptible difference in expertise or application of 
knowledge and skills in the clinical (hospital) settings?
General Area of Inquiry 
Despite the growing volume of professional literature 
concerning the clinical evaluation of graduate nurses, very 
little is known about the clinical competency of recent
graduates of the various types of educational programs. The
majority of the studies of clinical competency rating 
explore only one type of nurse graduates at a time; for
example baccalaureate (BSN) or technical (Associate Degree -
ADN). A Southern Regional Education Board (SREB) study
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group concluded that there is a basic core of knowledge and 
skill in nursing which should be mastered by all who will 
become registered nurses (SREB 1976). What research has 
been conducted on the clinical competencies of the graduates 
of various levels of education has produced conflicting 
results.
Purpose of the Study
Fawcett in Advances in Nursing Science, states that 
nursing science remains essentially devoid of any 
substantive nursing theories that could be related to 
nursing research (1978). It seems apparent, however, that 
if levels of accomplishment of the stated objectives could 
be proved or disproved for various levels of programs for 
the preparation of nurses, the results might add much toward 
establishing nursing as a science.
Proponents and opponents of both the ADN and BSN 
programs seem to believe that including general educational 
courses to support the professional education base produces 
more qualified nurses than the diploma graduates. The 
differences in the general educational courses seem to 
center on the nature and level of such courses.
It is generally accepted by the state boards of nursing 
that a common core of knowledge and skills should be 
attained by all registered nurses regardless of the type of 
educational program. There is disagreement, however, as to 
the degree of expertise with which this knowledge and these 
skills are applied by new graduates upon employment in their
16
first professional position. In addition, nurse educators 
assert that new graduates are not allowed to apply their 
knowledge and skills in clinical areas in the hospital 
setting because of the nature of work assignments. For 
example, the ADN graduate is supposed to be a team member 
but after a few weeks orientation, she could be assigned to 
night duty as a charge nurse or team leader. At the same 
time, a BSN graduate, who is suppose to be a team leader, 
may be assigned as a team member. Some hospital 
administrators and nursing service administrators, on the 
other hand, assert that new graduates of ADN or BSN programs 
are not able to function in clinical areas because of 
inappropriate training. In either case, it seems that 
recent graduates of nursing programs are assigned to the 
same positions and given the same job descriptions in order 
to satisfy the staffing pattern of the clinical setting 
regardless of previous educational preparation. This study 
will focus on contributing to the fund of knowledge which 
may ultimately resolve some of these basic differences of 
outlook.
Statement of the Problem 
If educational objectives based on theory are 
satisfactorily accomplished in the classroom, the new 
graduate nurse should be able to apply the theory thus 
learned to the clinical setting (hospital) at the level of 
her/his education. The purpose of this investigation is 
to determine whether any differences in clinical competency
17
ratings of ADN and BSN graduates who are within the initial 
three to twelve months after registered nurse licensure and 
who are working full-time in hospitals, could be attributed 
to the type of educational preparation. More specifically, 
the study is designed to determine whether there are 
similarities or differences in the competency ratings of ADN 
and BSN graduates in:
1. fulfilling the psychosocial needs of individual 
patients;
2. fulfilling the psychosocial needs of patients as 
members of a group;
3. fulfilling the physical needs of patients;
4. fulfilling either psychosocial or physical needs of 
patients or both at the same time;
5. communicating with other health team members on 
behalf of the patients;
6. fulfilling professional responsibilities of a nurse 
in care given to patients which reflects initiative 
and responsibility indicative of professional 
expectations.
Definition of Terms
Terms used in this study may, because of differeces in 
professional use, be unclear to the reader. These terms are 
defined in order to make explicit their meanings as used in 
this study.
Associate Degree Nurse Graduate - a graduate of a two 
year college school of nursing who is eligible for licensure 
as a registered nurse or is currently licensed in the state 
in which she or he practices. Synonyms are ADN, 
semi-professional, and technical.
18
Baccalaureate Degree Nurse Graduate - a graduate of a 
four year baccalaureate program of nursing who is eligible 
for licensure as a registered nurse or is currently licensed 
in the state in which she or he practices. Synonyms are BSN 
and professional.
Clinical - refers to the setting (in this case, the 
hospital) in which nursing care is administered.
Competency - a demonstrated cognitive, affective, 
and/or psychomotor capability derived from the activities of 
the nurse in the various roles in the practice setting. 
Stated in performance terms, a competency is the integration 
of appropriate behavior.
Diploma Nurse Graduate - a graduate of a hospital 
school of nursing who is eligible for licensure as a 
registered nurse or is currently licensed in the state in 
which she or he practices.
Evaluation - a generalization describing a judgment 
based on many measurements. Also, a process by which 
information is gathered for a basis for improvement.
First-level Staff Nurse - a nurse who is traditionally 
charged with responsibility for providing nursing that is 
safe, adequate, therapeutic, and supportive in meeting the 
needs of patients. Also, a registered nurse who has had one 
year or less of nursing experience since registered nurse 
licensure.
Head Nurse - a registered nurse who is the immediate 
supervisor of the first-level staff nurse.
19
Performance - the planning and implementation of a 
designated task.
Retrospective - looking back on or directed to past 
events or experiences.
Limitations of the Study
This study is limited to the new graduates of ADN and 
BSN programs employed in Colorado hospitals who have been 
working full-time three to twelve months after initial 
registered nurse licensure. Because a broader drawing of 
samples was not possible, the results cannot be generalized 
to the rest of the United States.
Each evaluator determined his/her own individual frame 
of reference against which to compare the clinical 
performance of the new nurse graduate. Using the 
Slater Nursing Competencies Rating Scale. Cue Sheet, and 
Directions for Use Sheet, would assist the evaluators in 
developing such a frame of reference (Wandelt & Stewart, 
1975). The ratings made for this study are subject to the 
usual limitations of the skill of the raters. For example, 
this could have effected the final outcome. Also, bias to 
ratings might have been introduced by the evaluator if she 
were an alumnus of the program from which the new nurse 
graduated.
This study will be influenced by the limitations of any 
ex post facto study. Specifically, inferences about 
relations among variables are made, without direct 
interventions, from concomitant variation of independent and
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dependent variables” (Kerlinger, 1973, p. 379). Also, the 
drawing of random samples of subjects and the random 
assignment of subjects to groups and treatments to groups 
was not possible because the subjects have already selected 
themselves into ADN or BSN groups. Because of this 
self-selection, the respondents may possess different traits 
or characteristics extraneous to the research problem: but
characteristics that may possibly influence or are otherwise 
related to one or more variables of the research problem.
As such, the nurses in this study may differ on cognitive 
and affective skills that would influence ones entering 
either an AD or BS nursing programs.
In summary, research has been conducted that addresses 
the clinical performance of graduates of various levels of 
nursing education but with conflicting reports of results.
No consensus has been reached as to the level of clinical 
performance expected of the associate degree and 
baccalaureate degree nurse graduates when fulfilling the 
psychosocial individual and group, physical, general, 
communication, and professional needs of the patients. This 
study will focus on identifying the differences and 
similarities in the clinical competency rating of ADN and 
BSN graduates.
Overview
The following chapters will guide the reader through a 
review of the literature, research design, research
21
findings, and summary, discussion, and recommendations. The 
subsequent organization is:
Chapter II - Review of the Literature. The literature 
relevant to this study is reviewed. This chapter includes a 
description of ADN and BSN education, and a review of 
previous research concerning expectations and 
characteristics of practicing ADN and BSN graduates. A 
summary analysis of prior research which bears on this 
study, rating patterns of clinical competence, use of head 
nurses as evaluators, and a description of Slater Nursing 
Competencies Rating Scale are also provided.
Chapter III - Research Design. The design of the study 
is examined. The sample consist of 90 new ADN and 143 BSN 
graduates in 35 Colorado Hospitals. These nurses have been 
working full-time for three to twelve months after initial 
registered nurse licensure. Head nurses retrospectively 
rate the clinical competence of these new ADN and BSN 
graduates using the Slater Nursing Competencies Rating Scale 
and Cue Sheet which gives concrete examples of interactions 
and interventions by the nurse with or in behalf of the 
patient and descriptions of interactions or interventions 
derived from various health care settings. In the 
statistical analysis, the ADN graduates mean scores on the 
six subsections is compared to the BSN graduates mean scores 
using a Student two tailed t-test. Also, the total mean 
score on the 84 items of the Slater Nursing Competencies 
Rating Scale of ADN graduates will be compared to the total
22
will be compared to the total mean score of the BSN 
graduates using a two-tailed Student t-test to establish 
statistical relevance.
Chapter IV - Presentation of Data. Presentation of 
data, including the demographic data, comparison of 
graduates on the six subsections of the Slater, and 
probability statement of the hypothesis under consideration 
is stated. A summary of statistical data and rejection or 
acceptance of hypothesis is expressed. Tables 3 to 19 
summarize the statistical results.
Chapter V - Analysis of Findings, Discussion, 
Conclusions, and Recommendations. Analysis of findings, 
discussions, and conclusions drawn from the study are 
presented. Also, additional limitations of the study are 
listed and recommendations for future research are set 
forth.
Chapter II
RELATED LITERATURE
The purpose of this review is to give a description of 
AD and BS nursing education and to clarify the perceived 
expectations of the practicing ADN and BSN graduates. A 
discussion of the perceived differences and similarities of 
ADN and BSN graduates is given. A summary of the research 
that impacts on this study follows with the rating patterns 
of clinical competence. An explanation of the use of head 
nurse evaluators, and a description of the Slater Nursing 
Competencies Rating Scale completes the chapter.
Description of AD Nursing Education 
Montag (1951, 1963) makes the point that nursing 
functions are on a continuum. Table 1 displays the 
performers of nursing care according to functions. At one 
end of the continuum are the nursing aides who receive 
on-the-job training and perform simple functions based on 
common knowledge. At the other end of the continuum are 
professional nurses who are the team leaders. Completing 
the continuum, are the technical or associate degree nurses 
who receive technical training in a community college and 
who perform intermediate nursing functions requiring skill 
and some judgment, such as planning and giving nursing
23
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care for common recurring health problems under supervision 
of the professional nurse and assisting in the evaluation of 
the nursing care given. In other words, the technical nurse 
is a team member (Montag, 1964).
Table 1
Performers of Nursing Care 
According to Functions
BSN ADN Nursing Aides
Complex Functions 
(Professional)
Intermediate Functions 
(Technical)
Simple Functions 
(Assisting)
Since the majority (80%) of nursing care in hospitals 
and clinics includes recurring technical tasks and is 
performed by the technical nurse (Division of Research, NLN,
1973), the AD nurse needs a considerable understanding of 
theory with a high degree of practical skill (Matheney,
1967; Montag, 1964; Yura, 1974). Lipservice is given to the 
statement that technical nursing is limited in scope of 
practice but is unlimited in depth of knowledge. In 
actuality, not only is technical nursing limited in scope 
but is also limited in depth.
"Technical nursing...is concerned primarily with the 
direct nursing of patients with health problems, who present 
common, recurring nursing problems" (Matheney, 1967, p. 4).
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The technical nurse is concerned with the physical comfort 
and safety of patients, physiological malfunctions, 
psychological and social difficulties, rehabilitative needs, 
and the use of the nursing process (assessment, planning, 
implementation and evaluation). Under the leadership and 
guidance of the professional nurse, the technical nurse 
coordinates the efforts of the skilled, semi-skilled, and 
unskilled members of the nursing team (Matheney, 1967). The 
above characteristics are similiar to National League for 
Nursing's Characteristics of Associate Degree Education in 
Nursing (1973).
Furthermore, the graduates of associate degree nursing 
programs are prepared to participate with other members of 
the health team in rendering care to individuals, to use 
principles from an ever-expanding body of knowledge, to 
assess the individual's nursing needs, to plan day-to-day 
care of individuals, and to select appropriate nursing 
measures with knowledge and precision. Also, they are 
prepared to implement measures to alleviate distress, 
perform nursing and other therapeutic measures with a high 
degree of skill, evaluate the individual's reaction to 
therapy, and supervise other workers in the technical 
aspects of care (NLN, Characteristics of Associate Degree 
Education in Nursing, 1973).
The educational preparation of the associate degree 
nurse graduate involves a two year program. The ideal 
associate degree curriculum is planned to include
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approximately 50% general college courses and 50% nursing 
courses. General education requirements include courses in 
communication skills, social sciences and physical and 
biological sciences. The liberal arts faculty in concert 
with the nursing faculty teach the general college courses. 
Many different facilities such as hospitals, nursing homes, 
physicians* offices, clinics and nursery schools are used to 
provide learning experiences. The college nursing faculty 
is responsible for developing and teaching the professional 
curriculum. Most state boards of nursing require the 
full-time nursing faculty to have masters degrees, 
preferably masters in nursing. The ADN graduate is eligible 
to take the registered nurse licensing examination.
Description of BS Nursing Education
As stated earlier, at one end of the continuum of 
nursing functions are the professional nurses who receive 
professional education in a university setting and who is 
prepared to perform complex functions such as 
problem-solving, critical thinking, and nursing judgments 
based on interpersonal and technical skills which require a 
high level of intelligence. The professional nurse should 
be able to do everything the technical nurse does plus 
advanced complex activities (Montag, 1951; 1964).
The baccalaureate nurse graduate has "some proficiency 
in execution of standardized nursing action" but because her 
knowledge is greater than her skill in utilizing it, her 
proficiency may be less than that of some of the graduates
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of other programs such as Associate Degree (Johnson, 1966, 
p. 32). In fact, some baccalaureate programs place so 
little emphasis on technical skills that the new BSN 
graduate "consumes a tremendous amount of energy in skill 
mastery on her first job" (Woolley, 1977, p. 310).
Yet, Yura states that the "baccalaureate nurse graduate 
has sufficient technical competencies to implement the 
formulated plan of care alone, in conjunction with the 
nursing team members, or can ... effectively ... delegate 
the planned strategies for implementation and to whom"
(Yura, 1974, pp. 21-22). In March 1980, Yura, in an 
interview with this researcher, reiterated the point that 
the professional nurse does not have to know how to 
implement the technical skills but needs to know what to 
delegate and to whom.
The graduates of baccalaureate programs in nursing are 
prepared to assess, plan, implement, and evaluate nursing 
care in concert with clients - individuals, families, and 
communities; utilize theoretical and empirical knowledge 
from the physical and behavioral sciences and the humanities 
and utilize decision-making theories in determining care 
plans, designs, or interventions for achieving comprehensive 
nursing goals. Utilizing and testing nursing interventions 
as hypotheses and evaluating the results are also 
characteristics of the BSN graduates. The BS nurse 
graduates accept individual responsibility and 
accountability for nursing interventions and their results,
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use nursing practice as a means of gathering data for 
refining and extending nursing science, and share in the 
responsibility for the health and welfare of all people.
The graduates of baccalaureate programs of nursing are 
prepared to assist in implementing change to improve 
delivery of health care and to understand present and 
emerging roles of the professional nurse (NLN, 
Characteristics of Baccalaureate Education in Nursing,
1974). The above characteristics express the scope of 
function of the professional nurse.
The educational track for the BS nurse is longer and 
more comprehensive than for the ADN graduate. The 
professional nurse has four years of formal college 
education. The lower division (freshman, sophomore) 
consists of basic first-level courses that require no 
previous study. The upper division (junior, senior) is 
reserved for concentrated study in the professional nursing 
major. The upper division also includes courses that 
complement nursing or increase the depth of general 
education. The baccalaureate nurse graduates practice in a 
variety of health care settings and emphasize comprehensive 
health care, including preventive and rehabilitative 
services, health counseling and education, and care in acute 
and long-term illness in culturally acceptable ways (NLN, 
Characteristics of Baccalaureate Education in Nursing,
1974). In fact, the laboratory is no longer just the 
hospital, but extends into homes, schools, and every
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community agency even remotely connected to health care 
delivery (Woolley, 1977).
The college nursing faculty is responsible for 
developing and teaching the professional curriculum. Most 
state boards of nursing require the full-time nursing 
faculty to have masters in nursing or doctorates, preferably 
in nursing. The BSN graduates take the same registered 
nurse licensing examination as the ADN graduates.
A description of AD and BS nursing education has been 
given. Next, a clarification of the perceived expectations 
of the practicing ADN graduates will be presented.
Perceived Expectations of Practicing ADN Graduates
In a search for differences between technical and 
professional nurses, Matheney (1967) and Kohnke (1973) 
stress that one must consider basic nursing functions as 
well as differentiation in the scope of functions, depth of 
knowledge utilized, interpretation of on-going practice, and 
influence upon the future course of nursing as an occupation 
and a profession.
Hyland (1976) recognizes that there are two separate 
and distinct categories of nursing (professional and 
technical) yet the hospitals utilize the beginning 
baccalaureate and associate degree nurse graduates in the 
same manner. She further comments that to hire only 
baccalaureate prepared nurses to fill positions and to 
expect them to function truly as BSN graduates is costly, 
ultimately a constraint on nursing administration and does
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not assure better patient care.
Beisel (1974) disagrees with Hyland. When selecting a 
nurse for a position or assigning a salary, Beisel says both 
the level of responsibility of the position and level of 
education of the professional must be considered. Yura 
(1974) concurs. With this flexibility, nursing supervisors 
would have more leeway "in hiring recently graduated 
baccalaureate degree nurses for general nursing 
responsibilities and reduce the number of baccalureate 
graduates who take supervisory or teaching positions with 
little experience" (Beisel, 1974, p. 57).
Cicatiello (1974), a director of nursing, interviewed 
18 other directors of nursing, 13 from the state of Florida 
and five from other states, to determine whether they shared 
common concerns about the clinical performance of the 
associate degree nurse practitioner. The results showed 
that the majority of the directors used ADNs as team members 
giving direct care or as team leaders coordinating care for 
a group of patients. The strengths of the ADNs noted by the 
directors were: knowledge of theory; understanding of
scientific principles related to nursing procedures; 
flexibility; ability to speak out; and eagerness to learn. 
The weaknesses were: insufficient clinical experience to
translate scientific principles and theory into nursing 
action (the theory-practice gap); lack of knowledge of 
pharmacology; inability to deliver nursing care during the 
evening and night; inability to organize; inability to set
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nursing priorities "on the run”; inability to make simple 
decisions about nursing care; and reluctance to ask someone 
to help them do a procedure.
The 18 directors expected the ADN to: plan and deliver 
nursing care to six to eight patients in a safe manner; use 
the nursing process (assessing, planning, implementing, and 
evaluating) effectively; team lead for a group of 16 to 20 
patients, and conduct a team conference. The ADN graduates 
were also expected to administer medication to a group of 16 
to 20 patients, chart and understand the basic legal aspects 
of nursing, organize work and set priorities in nursing care 
and make simple nursing decisions, and work with other 
people and supervise them (Cicatiello, 1974).
According to the original design of the ADN program, 
the associate degree nurse was supposed to function as a 
team member. One might ask if some of the shortcomings of 
the ADNs* performance as reported by Cicatiello were because 
of discrepancies between what is taught in schools of 
nursing and what is expected in the clinical area (Hyland,
1976).
A similiar survey was carried out by RN magazine under 
the direction of Oshin (1964). Questionnaires concerning 
the role of the associate degree nurses in their hospitals 
were completed by 20 directors of nursing services, 32 head 
nurses and 43 associate degree graduates on general duty who 
worked in 20 hospitals in 13 states. The questionnaires 
concerned the performance and utilization of ADN graduates.
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The positive attributes of the ADN graduate were that she 
was dependable, thorough in work, willing to learn, showed 
good basic knowledge and understanding of human behavior, 
and was best prepared for routine bedside care. In general, 
the ADN graduates were not prepared to carry out complex 
nursing procedures and supervisional duties as well as 
having difficulty organizing and carrying a full load of 
patients, inability to make decisions, lacking in 
confidence, and immature attitudes (younger ones).
According to the characteristics of the ADN graduates, 
carrying out complex nursing procedures and supervision are 
not considered as part of their education (NLN, 
Characteristics of Associate Degree Education in Nursing, 
1973; Montag, 1964). According to characteristics of BSN 
graduates, carrying out complex nursing functions and 
supervision are BSN functions (NLN, Characteristics of 
Baccalaureate Education in Nursing, 1974).
One of the conclusions of Oshin's survey (1964) was 
that some diploma graduates made a better initial showing in 
the hospital because their training included more practical 
experience. Reichow and Scott (1976) concur. The 
weaknesses attributed to'AD nurse graduates1 are common to 
most beginners. Oshin's report included the point that 
after experience, which varied from a few weeks to a year, 
the majority of ADN graduates were as proficient in these 
skills as diploma (three year) graduates.
Again, could these negative attributes be related to
33
the discrepancies between what is taught in the schools of 
nursing and what is in actuality expected in the clinical 
areas? Specific research related to the clinical 
performance of the ADN graduate is very limited and the 
reports give conflicting results.
Research similiar to that reported in this paper was 
performed by Wilson et al. (1977) at Delta College 
University Center, Michigan. The study was designed to 
assess the strengths and weaknesses of the nursing education 
preparation of associate degree nurse graduates as reflected 
in their job performance. A 62 item rating scale was 
designed to measure the following dimensions of nursing 
performance: planning for care; implementing nursing care;
interpersonal relationships and communication; leadership 
and group procedures; evaluating and reporting nursing care; 
and professional involvement.
All 1970, 1971, and 1973 Michigan ADN graduates who 
were employed as nurses, mostly in hospitals, were included 
in the study. Seventy-five letters to graduates were 
returned as unforwardable, address unknown. One hundred 
eighty graduates who met the criteria were contacted.
The graduates were rated by a nurse supervisor and 
physician selected by the graduates and who functioned in 
close supervision of the graduates. The 62 item rating 
scales completed by nurse supervisors and doctors were 
identical. The ADN graduates using the same scale, with the 
exception of five items deleted as not appropriate, rated
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the adequacy of their educational preparation for various 
job requirements rather than rating their perceived 
performance. The study attempted to overcome the bias of 
raters based on perceptions of certain types of nurses, or 
nurses of a certain age, or possible other non-relevant 
variables, by obtaining ratings from several sources - 
graduates, nurse supervisors, and doctors - who personally 
may not share the same set of views. Yet a search of the 
literature supports the statement that head nurses are the 
best evaluators because they are in closest contact with the 
new nurse graduates (Church, 1962; Densen, 1962; Metzger, 
1964; Brandt et al., 1967).
Using open-ended questionnaires, 93 nurse supervisors 
and 57 physicians were asked to define criteria of nursing 
performance they considered most important. These collected 
criteria, together with a statement of performance 
objectives provided by the Division of Nursing at Delta, 
served as the content base for the rating scale items.
Based on the faculty review, the initial set of rating scale 
items were revised and edited by the authors. The scales 
were then piloted with a number of individuals not in the 
designated graduate population. The criteria and number of 
individuals used in the pilot study were not given.
A complete set of data for each of the 153 graduates in 
the sample was not available. A case was deleted from 
analysis only when the missing data was required for that 
specific analysis. In the case of correlations, missing
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data from either pair caused pairwise deletion for that 
specific correlation. The mean response for each item and 
subtest were computed. The researcher said the categories 
were weighed from 1 to 5 with 1 being poor and 5 being 
excellent. In actuality the scales were given a value of 1 
to 5 without being weighed. The "not applicable" category 
as well as items with "no response" were in all cases 
ignored in the analysis. It would have been interesting to 
know how many items were omitted on each rating since 
ratings could have been used with only a few responses. If 
so, this would have affected the validity and reliability of 
the results.
The study of Wilson et al. (1977) lacked a control 
group of graduates from other nursing programs so that no 
generalizations can be made to other programs. Even though 
the sample was 153 graduates, the minimum number of 
graduates who could have had all three ratings completed was 
57 (37%). This is a small sample and inferences could not 
be made to other groups. In the study by Wilson et al., 
there were two considerations in the selection of nurse 
graduates: (1) the graduates should have been on the job
long enough to allow valid assessment of performance and (2) 
be a sufficiently recent graduate to avoid contamination of 
ratings by lengthy experience and postgraduate training. 
These graduates had been working one to three years after 
initial licensure so valid assessments of performance could 
be made, but the years of clinical experience could
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contaminate the ratings by lengthy experiences and 
postgraduate training. Also, the sample should be large 
enough to allow valid inferences.
Because ratings of three groups were compared, an 
average of the three ratings indicated agreement among ADN 
graduates, nurse supervisors, and doctors that implementing 
nursing care and interpersonal relationships and 
communications were areas of strength in the program. The 
three groups agreed that leadership and unit procedures and 
professional involvement were areas of weakness. Again, 
leadership is considered a characteristics of the BSN 
graduate (NLN, Characteristics of Baccalaureate Education in 
Nursing, 1974). Because the ratings of three groups were 
compared, would an analysis of variance have been a more 
suitable statistical analysis?
Because the sample with all three ratings was too small 
from which to draw inferences - as few as 31 - the 
generalization is not warranted that because graduates, 
nurse supervisors, and doctors tended to agree on ratings of 
many aspects of nursing job performance that the ratings of 
any one group should be helpful in determining strengths and 
weaknesses of a nursing training program. The sample was 
too limited to make inferences. However, if the same 
results were obtained with a larger sample, support would be 
given to the validity and reliability of using one of the 
three types of evaluators to evaluate new nurses.
There was a low correlation between doctor and nurse
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supervisor ratings of job performance. Ratings completed by 
doctors appear to have been influenced by a "halo” effect, 
that is, the tendency to rate in terms of overall general 
impression without differentiating specific aspects. This 
"halo” effect might be accounted for by the fact that each 
Delta graduate selected the physician and nurse supervisor 
to rate her, and the graduate probably selected an evaluator 
who would give her a high rating. Inter-rater reliability 
would have been increased if two equally qualified raters 
bore the same relationship to the ratee (Wilson et al.,
1977). For example, if both evaluators had been nurses 
instead of a doctor and a nurse evaluator. Also, 
evaluations are more reliable if they are made over a period 
of time and anecdotal notes are used. The nurse evaluator 
who is in closest contact with the new nurse graduate 
performs the most reliable evaluation.
A similar study was conducted at Rutgers University 
College of Nursing (Gips, 1959). An evaluation of ADN 
graduates was conducted by supervisors, head nurses, and 
co-workers using the rating sheets regularly used by the 
department of nursing for graduate nurse evaluation. "The 
basis of the study £was) the idea that the graduate nurses' 
work performance is one indication of the practical success 
of the school's philosophy and curriculum" (Gips, 1959, p. 
701). The study covered a period of five months and 
included eighteen graduates of the first three classes 
(1954, 1955, 1956) who were working at the beginning staff
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nurse level in a participating hospital. The graduates had 
rotating assignments (internships) on the obstetrics, 
pediatrics, and medical-surgical services and were evaluated 
by their supervisor, head nurse, and co-workers. A very 
strong point is that the inter-rater reliability increases 
because equally qualified evaluators bore the same 
relationship to the new graduates. Evaluation of ADN 
graduates were done in realistic work situations by agencies 
that eventually became the final judges by employing the 
graduates.
A total of 2842 verbatim statements related to the ADN 
graduates’ clinical performance were collected and placed on 
coded five by eight cards. Verbal statements were collected 
from the co-workers and written statements were collected 
from the head nurse and supervisor. Six judges - two on the 
administrative level, two on the supervisory level, and two 
staff nurses (employed in nursing) read and coded every 
statement. The judges sorted the cards into three 
differentiating stacks; ’’Excellent,” "Adequate," and 
"Inadequate" nursing care (Gips, 1959).
Statements made about the ADN graduates and the nursing 
care they gave were considered to be "excellent" or 
"adequate" more than 50% of the time on each service - 
pediatrics, obstetrics, and medical-surgical nursing - as 
compared with 37% considered "Inadequate" (Gips, 1959). Six 
judges, performing the ratings independently, added to the 
content validity. Also, the graduates obtained an average
39
score on state board examinations that exceeded the average 
scores of all other schools in New Jersey in the areas of 
surgical nursing, obstetrical nursing and pediatric nursing. 
There were no failures on the examination by Rutgers' 
graduates.
The results of the research revealed that the nurse 
interns were far less concerned with housekeeping functions 
and were more concerned with contact with patients. The 
graduates showed strong ability to recognize and meet 
psychological needs. Surprisingly, this ability is 
considered a major function of the baccalaureate nurse 
graduates (NLN, Characteristics of Baccalaureate Education 
in Nursing, 1974). The over-all view of quality of nursing 
care is one of general capability in nursing skills.
Criticisms of the Gip's study (1959) are that the 
sample was not large enough to make valid inferences, and 
these graduates had been on the job long enough (one to 
three years) to contaminate the ratings by lengthy 
experiences and postgraduate training. The statistical 
analysis used, if any, was not given. There was no control 
group. This research was not designed to show any specific 
areas of weaknesses or strengths and covered the areas of 
obstetrics, pediatrics and medical-surgical services but not 
psychiatric services.
Even though this reasearch included only a limited 
number (18) of ADN graduates and was conducted in the 
beginning years of the associate degree nursing programs,
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the results are statistically significant. These ADN 
graduates were evaluated by supervisors, head nurses and 
co-workers using the rating sheet regularly used by the 
hospital for all graduate nurse evaluations and were not 
found lacking in clinical expertise.
The research of Cicatello (1974), Gips (1959), Oshin 
(1964), and Wilson et al. (1977), point out the 
discrepancies of expectations, such as team leading for 16 
to 20 patients, of the practicing ADN graduate. Even with 
these unreasonable expectations, the judges of nursing care 
in Gips1 study (1959) rated the beginning AD graduate nurses 
bedside nursing care to be excellent at least 60? of the 
time and inadequate only 37% of the time. In Wilson et al. 
study (1977) there was agreement among graduates, nurse 
supervisors, and doctors that implementing nursing care and 
interpersonal relationships and communications were areas of 
strength in the program. All three groups agreed that 
leadership and unit procedures and professional involvement 
were areas of weakness.
Perceived Expectations of Practicing BSN Graduates
McQuillen (1961) writing in a paper, "How do Graduates 
of Collegiate Programs Rate,11 found variations in ability, 
skill, maturity, and personal relationship but was well 
satisfied with newly graduated (generic baccalaureate) 
nurses whom the public health department had employed.
The hypothesis for the study was that the performance 
of beginning public health staff nurses who were graduates
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of generic baccalaureate programs is directly related to the 
amount of their previous nursing experience. Seventy-three 
evaluation forms were distributed but only 63 (86%) were 
returned. Sixty-three baccalaureate nurse graduates were 
evaluated by supervisors using rating forms at six months 
and again at the end of three years. Supervisors rated new 
BSN graduates against a performance standard typical of 
average performance of all new public health nurses. 
Supervisors rated these new graduates in the areas of 
scientific information, initiative, use of supervision, 
application of teaching principles, relationship to people 
including co-workers, and comprehension of public health and 
nursing responsibilities. On a five point rating scale of 
"exceptional” , "above average", "average", "below average", 
and "unsatisfactory", the largest proportion of responses 
were in the "average" and "above average" categories. The 
hypothesis was not proved because these new nurses performed 
satisfactorily at the end of their probationary period, 
independent of previous nursing experience (McQuillen,
1961). In the research for this study, lack of control of 
previous experience of the evaluatees was given as a 
limitation. If McQuillen's (1961) ratings could have been 
subjected to statistical analylsis and the same results 
obtained, this would have given some credence to eliminating 
the above limitation.
These evaluations had extreme variability as to sample 
size. Twenty of the nurses rated had no previous
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experience, 13 had had less than six months, five had six 
months to one year, and 25 had had one year or more. The 
BSN graduates had weeks of public health nursing in their 
educational programs. The study could not be replicated on
ADN graduates because associate degree nurse graduates are
not prepared for public health positions.
The results of the study would have been more 
significant if an evaluation rating was made that lended 
itself to statistical analysis. One of the purposes of the 
study was to determine if there was a correlation between 
previous nursing experience and quality of performance as 
beginning staff nurses in the agency. Yet, the results do 
not include correlation coefficients. Also, was an
instruction sheet and cue sheet given to the evaluators?
The standard against which the supervisors were asked to 
evaluate the nurse was that typical of average performance 
of all new public health nurses. The research does not 
state the average standard of performance. Does the 
evaluation have validity and reliability? What about 
inter-rater reliability? Did the same supervisors rate the 
new nurses at six months and three years?
A study with different results was conducted by Brandt, 
Hastie, and Schumann (1967) who compared on-the-job 
performance of graduates (BSN) of the University of 
Washington School of Nursing with school of nursing 
objectives. The study was also designed to identify areas in 
which graduates felt well prepared and to provide data about
43
aspects which they considered in need of reinforcement.
Questionnaires which included 51 behavioral statements 
were sent to the new nurse graduates (64 in 1962 and 93 in 
1963) who were working mostly in medical-surgical units and 
who were asked to complete a self evaluation and to give a 
form to their immediate supervisor. Eighty-four (28 - 74%, 
of 38 respondents from the 1962 class and 56 - 82%, of 68 
respondents from the 1963 class) forms were completed. The 
supervisors, using their own frame of reference, rated the 
new graduates six months and one and one-half years after 
graduation on clinical ability on a five point scale ranging 
from "better than most” to "less capable than most”. The 
1972 graduates had been working one and one-half years and 
the 1973 graduates had been working six months (Brandt et 
al., 1967).
The questionaire of 51 behavioral statements was 
perfected by three evaluation committee members. A pilot 
study was made using 25 recent graduates of other nursing 
schools and their 25 supervisors employed by hospitals in 
the greater Seattle area. Problem areas were identified and 
substitutions were made to enhance the clarity and meaning 
of the statements. Since the pilot group was so small, 
content and construct validity are in question. Also, if 
the graduates, who participated in the pilot study, were not 
similar in length of experience and education the instrument 
would lack validity and reliability. One would question if 
the instrument truly discriminated.
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A mean value of each of the 51 behavioral statements 
for each evaluatee was derived and a comparison was made 
between 1962 and 1963 graduates as individuals and as a 
group. A value of 1 was assigned as the highest possible 
attainment and 5 the lowest possible value. Then the scores 
were ranked. The statistical test used was not given. Was 
a t-test or one-way analysis of variance used? The new BSN 
graduates were rated on ability as almost the same or better 
as most graduates with comparable postgraduate experience 
(Brandt et al. 1967).
The 51 behavioral objectives were classified into the 
five school objectives as follows: growth of the nurse as a
person and responsibility to herself (N = 11); development 
of skills in all fields of patient care (N = 23); 
professional development related to factors within the work 
situation (N = 11); assumption of responsibility as a 
citizen (N = 6); and development of leadership and 
creativity (N = 7). A comparison was made between a 
graduate's mean score on the 51 behavioral objectives and 
ability appraisal. Mean scores were compared to determine 
the relative attainment of behavioral objectives according 
to school objectives. Behaviors were categorized with 
responsibility on the job rated highest and motor skills 
rated lowest. "Comparisons of the mean scores for the five 
school of nursing objectives showed a relatively equal 
attainment of the objectives by the graduates” (Brandt et 
al., 1967, p. 60). Yet, the objective concerned with the
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skill in giving patient care ranked fourth of the five 
school objectives. This points up the lack of perceived 
competency in clinical skills as late as six months to one 
and one-half years after beginning employment. Those 
graduates who received a high ability appraisal rating by 
their supervisors also received high mean values on the 51 
behaviors from their supervisors. The graduates who 
received the highest supervisory ratings, also rated 
themselves high on behavioral statements and ability 
appraisal but the supervisors' ratings were higher. Those 
graduates who received lowest ability appraisal and lowest 
mean values on the 51 behaviors from their supervisors, 
rated themselves higher than the supervisors rating. Would 
these discrepancies be related to the length of time 
working, one and one-half years for the 1972 graduates and 
six months for the 1973 graduates? Was this factor 
statistically controlled?
For additional analysis, the 51 behavioral items were 
grouped into ten selected content categories. These areas 
included: communication - verbal skills; communication -
recording and reporting skills; administration skills; 
teaching skills; patient needs - physical aspects; patient 
needs - emotional aspects; problem solving skills; motor 
skills; interpersonal relationship skills; and 
responsibility on-the-job. Motor skills relating to 
skillful technical performance received the lowest mean 
score and it also received a low total individual item
46
ranking of the possible 51 behavioral items. Not 
surprisingly, of the content areas in which behaviors were 
categorized, responsibility on the job was rated highest.
New graduates rated themselves better in decision making 
than their supervisors rated them (Brandt et al., 1967).
Identification of the patients' physical problems and 
performance of technical nursing procedures were ranked by 
the supervisors within the first 10 statements for the 1962 
graduates but the 1962 and 1963 graduates ranked the 
statements as 42 and 43.5 respectively. The 1962 and 1963 
graduates placed identification of patients' physical 
problems and performance of technical nursing procedures in 
the bottom ten. The question may be asked: What does each
group (supervisors and graduates) consider competence in a 
technical skill? If definitions of competency for the 51 
behavioral statements had been given to each evaluator this 
discrepancy between supervisors' and graduates' ratings may 
have been reduced. Identification of patient's emotional 
problems, and initiation of referral to health agencies or 
services were ranked in the bottom ten for both the 1962 and 
1963 graduates. Could this be related to lack of experience 
- six months for the 1963 graduates? Yet, according to the 
NLN's Characteristics of Bacalaureate Education in Nursing 
(1974), the graduates should display a high level of 
expertise in these areas.
The report did not clearly state whether the 
supervisors were head nurses or administrators. The report
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did say that the immediate supervisors ranked the 
statements, which leads one to assume the supervisors were 
head nurses. The strength of this study was the overall 
close agreement between the self-evaluations of new 
graduates and their supervisors' ratings on the 51 
behavioral statements.
Even though less than 50% of the questionnaires were 
returned; the reported results were scattered; and the 
results were difficult to follow, Brandt et al. (1967) 
comment that "conflict between nurse's actual preparation 
and her freedom to perform in the work situation may yield 
to frustration, stress and ineffective role fulfillment 
(Brandt et al., 1967, p. 54). Kramer (1974) concurs. The 
same conclusion was reached in the Iowa Study (Brief, 1977).
Because of the difference in length of experience, the 
graduates should have been separated into year of
graduation, 1962 or 1963, for the comparison of the school
of nursing objectives based on items rated by all graduates 
and supervisors. Brandt et al. comment that the narrow 
range between the mean values (1.95-1.61) demonstrated a 
relatively equal achievement of school of nursing
objectives. How did she determine this difference was not
significant? Did she use a significance level? Also what 
statistical analysis did she use? Could a factor analysis 
have been used when analyzing the ratings of supervisors and 
graduates?
Other nursing research that showed results similar to
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McQuillen's (1961) was performed by Reichow and Scott (1976) 
for the Kansas capitol region. A questionnaire, which 
included ten characteristics, was developed and sent to both 
the administrators and directors of nursing service of 166 
hospitals and 34 skilled nursing homes. Evaluations were 
returned from 123 hospitals and six skilled nursing homes.
Of the 123 hospitals only 77 (74%) had previous experience 
with associate degree or baccalaureate degree nurses. Of 
the 34 nursing homes only six (18%) had experience with both 
associate degree and baccalaureate degree nurses. Since 
area hospitals and nursing homes accounted for 72.3% of the 
nurses employed in Kansas and their nursing staffs were 
large enough to form the bases for making a reasonable 
comparison of the graduates, these two intitiutions were 
chosen to be surveyed. The ten characteristics included: 
dealing with patients; recognizing patient disorders 
requiring a physician's attention; application of technical 
nursing procedures; ability to learn new concepts and/or 
procedures; ability to adapt to new situations; 
self-confidence with respect to their knowledge to know what 
to do and when; conscientiousness; initiative; leadership 
ability; and concept of administrative procedures.
The evaluators, hospital administrators and directors 
of nursing service, were asked to jointly rank new graduates 
on a scale of 1 to 3, with 1 being the highest rank and 3 
the lowest. On the ranking of the graduates of the three 
educational programs - two-, three-, and four-year nursing
programs according to the ten characterises, the larger 
institutions (over 100 beds) had higher regard for the 
clinical ability of the baccalaureate nursing graduates 
although both (under 100 bed and over 100 beds) had a high 
opinion of the clinical ability of the diploma nurses.
Larger and smaller hospitals rated the baccalaureate nurses 
as being successful in leadership roles but the same rating 
was given to diploma graduates. The ADN graduates, who 
worked in hospitals with 100 beds or more, were given higher 
ratings on the ten characteristics than the ADN graduates 
who worked at hospitals with less than 100 beds. In the 
areas of technical nursing, the diploma nurses excelled 
regardless of institutional size and BSN and ADN graduates 
were considered equal in ability of application of technical 
nursing procedures. These results were not supported by 
Brief's (1977) research. Brief concluded that graduates of 
all types of nursing education programs perform similar 
activities on their jobs as registered nurses and they 
perform their jobs at similar levels of competency. Also, 
Grosz (1980) found that the size of the hospital made little 
or no differences in how the directors of nursing perceived 
associate degree nurses as providers of nursing care.
The respondonts in Reichow and Scott's research (1976) 
indicated that within six months to two years after 
licensure, new graduates of the three nursing programs - AD, 
BS, Diploma - were equal in their ability to perform in the 
hospital setting. Initially, the diploma graduates were
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rated as better prepared for practical work in the nursing 
home environment because they had been provided with the 
greatest amount of clinical experience as students.
Kansas employers consistently ranked associate degree 
nurses behind diploma and baccalaureate nurses and generally 
ranked diploma nurses either superior to or equal to 
baccalaureate nurses (Reichow et al., 1976). Reichow’s 
results did not support Oshin’s (1964) statement that after 
experience, the majority of the ADN graduates’ clinical 
performance is as good as other nurse graduates. Reichow et 
al. (1976) infer that the beginning level differences were 
primarily a result of educational preparation rather than 
inherent individual or subcultural differences.
One shortcoming of this study was limited samples - 
therefore no inferences could be made. Also inter-rater 
reliability was questionable with the administrators and 
directors of nursing service rating the graduates. Wilson 
et al. (1977) comment that it is better to have two equally 
qualified raters who bear the same relationship to the 
ratee. For example, it would have been better to have had 
two nurses who worked closely with the new nurse to serve as 
evaluators instead of the director of nursing service and an 
administrator. The directors of nursing service are usually 
far removed from observing the clinical expertise of new 
graduates therefore the directors’ answers on the 
questionnaires would probably be based on reports from 
others. According to the literature, head nurses or
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immediate supervisors are the best qualified evaluators 
(Church, 1962; Tate, 1962; Wilson et al., 1977). A 
statement needed to be made as to the length of clinical 
experience of the graduates when the rankings were made. 
Since the research did not identify the length of clinical 
experiences of the ratees, the associate degree graduates 
who received the lowest rankings may have had less clinical 
experience since being licensed than the diploma and 
baccalaureate nurse graduates. Of interest would have been 
the type of statistical analysis performed. Also, no 
explanation was given as to how the ten characteristics were 
selected. The report did say that comparisons were made at 
a five percent level of significance.
The research of McQuillen (1961) reveals that the 
expectations of the supervisors of new BSN graduates are 
realized by the graduates giving average and above average 
nursing care and having a high level of knowledge. Brandt 
et al. results (1967) revealed the opposite - the recent BSN 
graduates' performance of motor skills, patient care, and 
technical skills obtained a very low ranking. In the 
results of Reichow and Scott's research (1976), the 
evaluators had a high regard for the recent BSN graduates' 
leadership ability, but they considered the ADN and BSN 
graduates equal in ability in giving technical nursing care.
According to the literature, there does not seem to be 
any agreement as to the clinical expectations of the new ADN 
as compared to BSN graduates, either among nursing educators
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or supervisors of practicing nurses. A discussion of the 
perceived differencies and similarities of ADN and BSN 
graduates may shed some needed insight on the subject.
Perceived Differences and Similarities 
of ADN and BSN Graduates
DiMarco and Hillard (1978) compared associate, diploma, 
and baccalaureate degree nurses1 in terms of state board 
test pool examination scores, quality of patient care 
(nursing audit), competency rating, supervisor rating, 
subordinates' satisfaction with supervision, and self-report 
job satisfaction. The 164 graduates were employed as team 
leaders between June 1973 and January 1976. Evaluations 
were performed on 25 baccalaureate nurses from 5 programs 
and 44 technical nurses (including graduates from 4 
associate degree and 3 diploma programs) employed by a 300 
bed midwest hospital. These nurses were evaluated by the 
immediate supervisors at six weeks and one and one-half 
years after employment.
Competency (using the Competency Rating Scale) in the 
areas of professionalism, team leading responsibility, 
assignment of care, conducting of team conferences, 
walking-planning rounds, and communication of information at 
change of shift reports were evaluated. Three competency 
ratings by different observers were made for each component 
and an average used as the score for each component 
(inter-rater reliability ranged from 0.68 to 0.84 with a 
mean of 0.80). A competency score was calculated by
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averaging the scores for the six components.
The Performance Appraisal Report which involved 
evaluation of knowledge of work, quantity of work, quality 
of work, ability to learn new duties, initiative, 
cooperation and judgment and common sense were completed by 
the immediate supervisors.
The average of three subordinates1 scores on the 
satisfaction with supervision scale of the Job Descriptive 
Index (JDI) was used. The JDI was used to measure 
satisfaction with 5 areas of the job; work itself, pay, 
opportunities for promotion, immediate supervision, and 
people one comes in contact with on the job (DiMarco & 
Hillard, 1978).
In the first analysis, Multivariate Analysis of 
Variance (F-ratio) was used to test the differences between 
25 baccalaureate and 44 technical nurses' audit and 
competency scores at six weeks. The baccalaureate nurses' 
audit mean was 84.56 and technical nurses' was 86.66. The 
overall clinical competency ratings for BS nurses was 91.92 
and 91.11 for technical nurses. The overall and univariate 
F-ratios were not significant at £ < .05 (DiMarco & Hillard, 
1978).
In the second analysis, Krustal-Wallis one-way analysis 
of variance by ranks was used to test the difference among 
seven graduate nurses in each of three categories - diploma, 
baccalaureate, and associate degree. They were chosen 
because complete data were available on all measures at both
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the six weeks and one and one-half year points in time. The 
respective comparisons of associate, diploma, and 
baccalaureate degree nurses' overall nursing audit scores at 
six weeks and one and one-half years were: associate - 71,
86.5; diploma - 85.5, 68.5; and baccalaureate - 74.5, 76.
The over-all competency rating scores were: associate -
62.5, 55.5; diploma - 82, 101; and baccalaureate - 86.5,
74.5. The results showed none of the difference significant 
at £ < .05 (DiMarco & Hillard, 1978).
Limitations of the study were that the sample size was 
small and represented only one midwestern hospital. Another 
question might be whether the evaluations were made by the 
same individual. One conclusion drawn from the study was 
that there was no conclusive evidence that the three groups 
were either the same or different in terms of the variables 
measured. However, certain implications could be drawn from 
the study. Since definite differences among the performance 
of graduates of AD, BSN, and diploma nursing programs were 
not shown, some support is given to the approach on the part 
of most nurse administrators to fill nursing positions 
without much concern for the type of educational 
preparation. Also, the results cast doubt on the American 
Nurses Association's 1965 assertion that the baccalaureate 
nurse is better qualified than the technical nurse to assume 
a team leader role. Technical nurses' level of performance, 
supervisors' rating, and subordinates' satisfaction with 
supervision seem to be at the same level as that of the BSN
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graduates. The time and money spent on the extra 
preparation of the BSN graduates does not seem to provide 
them with an advantage over the ADN graduates as team 
leaders. This may be because the BSN graduates manifest 
their advanced skills in superior performance at other 
nursing positions such as teaching, leadership, use of extra 
time, making and testing hypotheses related to nursing 
intervention, and utilizing theorectical and empirical 
knowledge for making nursing practice decisions (DiMarco & 
Hillard, 1978).
Brief's research (1977) is a more controlled study and 
with a larger sample than DiMarco and Hillard's. Yet, 
Brief's study yields support for the results of the DiMarco 
and Hillard study (1978). The results of Brief's 1977 study 
of the impact of nursing education curricula on nursing 
practice in the state of Iowa demonstrated that graduates of 
all types of nursing education performed at the same level 
in general job performance. Two hundred-ten general duty 
registered nurses reporting full-time employment in nursing 
(according to their responses to the Board's license renewal 
applications) were randomly selected from the Board's 
listing of registered nurses. The sample was stratified by 
type of basic nursing education with one-third of the 
subjects having a diploma, one-third an associate degree, 
and one-third a baccalaureate degree.
Selectively using three different instruments, job 
performance (competency) was evaluated by the immediate
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superiors of nurses. First, an instrument developed by 
Flanagan to gauge the job performance of general duty nurses 
along five dimensions was employed. The five dimensions 
included: improving patient's adjustment to hospitalization 
or illness; promoting patient's comfort and hygiene; 
contributing to medical treatment of patient; arranging 
management details; and personal characterstics. Using a 
simple one-way analysis of variance, no significant 
statistical difference was found at £ < .05.
The second instrument used to measure performance was 
the Slater Nursing Competencies Rating Scale developed by 
Wandelt and Stewart (1975). Two subsections, Communication 
and Professional Implications, of the Slater Scale were 
used. A one-way analysis of variance was used to determine 
if there was a difference in the performances of graduates 
of three levels of education on these two subsections. Of 
the three levels of nursing education, the BSN graduates 
were evaluated highest on the Professional Implications 
Subsection of the Slater Scale but, of the graduates of the 
three levels of educational preparation, there was no 
significant statistical differences at £ < .05 in using 
Communications. However, the point needs to made that these 
registered nurses had more than 12 months of clinical 
experience. Since the graduates of the three levels of 
nursing education were performing the same activities and at 
the same level, Brief's recommendation (1977) to the Iowa 
State Board of Nursing was that no new B.S. degree programs
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in nursing be permitted until the degree of congruence 
between curricula and practice centers be increased.
Summarization of Related Literature
Based on the opinions of nursing directors and nursing 
educators, there is conflict as to whether beginning 
associate degree nurses and baccalaureate degree nurses 
function at the same level of competence in the clinical 
area. The need to distinguish the competencies of the 
professional and technical nurse is important if each group 
is going to be educated and employed at a level of ability 
commensurate with education. In theory, because of the 
differences in levels of education and program emphasis, 
there should be a discernible difference in beginning 
clinical competency between associate degree nurses and 
baccalaureate degree nurses.
Two separate and distinct categories of nursing (ADN 
and BSN) are recognized by American Nurses Association yet 
most hospital employers hire nurses to fill positions 
without thought to educational background. The perceived 
expectations of graduates of the ADN and BSN educational 
programs are almost identical.
A survey of 18 directors of nursing service by 
Cicatiello (197*0 revealed expectations of ADN graduates 
were to be team members and team leader; use the nursing 
process; plan and deliver safe nursing care to six to eight 
patients; team lead for a group of 16 to 20 patients; 
conduct a team conference; administer medications to a group
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of 16 to 20 patients; chart and understand the basic legal 
aspects of nursing; organize work and set priorities in 
nursing care and make simple nursing decisions; and work 
with other people and supervise them. Oshin’s study (1964) 
revealed negative attributes of the practicing ADN graduates 
to include lack of confidence, poor at making decisions and 
organizing, immature in attitudes (younger ones), not 
prepared to carry out complex nursing procedures and 
supervsion, and trouble organizing and carrying a full load 
of patients.
Gips (1959) found new ADN graduates were far less 
concerned with housekeeping functions and were more 
concerned with contact with patients. The graduates showed 
strong ability to recognize and meet psychological needs of 
the patients.
In the study of Wilson et al. 1977), there was 
agreement among graduates, nurse supervisors, and doctors 
that implementing nursing care and interpersonal 
relationships and communications as areas of strength of the 
associate degree nurse graduates. All three groups agreed 
that leadership and unit procedures and professional 
involvement were areas of weakness. The research of 
Cicatiello (1974), Gips (1959), Oshin (1964), and Wilson et 
al. (1977) are examples of the studies that point out the 
discrepancies among expectations that professionals have for 
beginning nurses.
As stated earlier, according to the original design of
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the ADN program, the associate degree nurse was supposed to 
function as a team member performing intermediate nursing 
functions for common recurring health problems under the 
direction of the professional nurse. One might ask if some 
of the shortcomings: leadership, team leading, inability to
carry out complex nursing procedures and supervision, were 
because of discrepancies between what was taught in schools 
of nursing and what is expected in the clinical area. And 
yet, ADN graduates in Gip's study (1959) showed strong 
ability to meet the psychological needs of patients. These 
shortcomings and the strong showing of meeting psychological 
needs are supposedly characteristics of BSN graduates (NLN, 
Characteristics of Baccalaureate Education in Nursing.
1974). Since specific research related to the clinical 
performance of the ADN graduate is very limited and gives 
conflicting results, the present research expects to add to 
this limited body of knowledge.
The perceived expectations of practicing BSN graduates 
reveals discrepancies between what is expected and what the 
graduates actually do. The supervisors in the McQuillen 
study (1961), rated the same public health nurses at six 
months and three years. The nurses were rated average or 
above average on the areas of scientific information, 
initiative, use of supervision, application of teaching 
principles, relationship to people including co-workers, and 
comprehension of public health nursing responsibilities. 
Brandt et al. 1967 study found different results. The BSN
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graduates' responsibility on the job was rated highest, and 
motor skills and technical skills rated lowest. Skill in 
giving patient care ranked fourth of the five school 
objectives. This points up the lack of perceived competency 
in clinical skills as late as six months to one and one-half 
years after beginning employment. Also ranked very low was 
identification of patients' emotional problems. Other 
nursing research that showed results similar yet somewhat 
different to McQuillen's (1961) was perfomed by Reichow and 
Scott (1976). The hospitals and nursing homes had a higher 
regard for the clinical ability and leadership of the BSN 
graduates. The ADN and BSN graduates were considered equal 
in ability to apply technical nursing procedures. Brief 
(1977) found that graduates of all types of nursing 
education programs perform similar activities on their jobs 
as registered nurses and they perform their jobs at similar 
levels of competency.
Thus, according to the literature, there does not seem 
to be general agreement as to the clinical expectations of 
the new ADNs as compared to BSN graduates, either among 
nursing educators or supervisors of practicing nurses. One 
might ask what the perceived differences and similarities of 
ADN and BSN graduates are. All subjects, ADN, BSN, and 
Diploma Nurses, in DiMarco and Hillard's 1978 study were 
functioning as team leaders. There was no significant 
differences in the clinical competency - professionalism, 
team leading responsibility, assignment of care, conduction
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of team conferences, walking-planning rounds, and 
communication of information at change of shift reports.
The implication to be drawn from D.iMarcho and Hillard’s 
study (1978) is that some support is given to the approach 
on the part of most hospital administrators to fill nursing 
positions without much concern for the level of educational 
preparation. Also, the results cast doubt on the American 
Nurses Associations1s 1965 assertion that the baccalaureate 
nurse is better qualified than the technical nurse to assume 
a team leader’s role.
In Brief’s research (1977), using the Flanagan 
instrument, the clinical performace of the graduates of the 
three levels of nursing education was rated at the same 
level. Included in the instrument were statements which 
related to improving patient’s adjustment to hospitalization 
or illness; promoting patient’s comfort and hygiene; 
contributing to medical treatment of patient; arranging 
management details; and personal characteristics. Also, two 
subsections of the Slater Scale, Professional Implications 
and Communication, were used. The BSN graduates were 
evaluated highest on Professional Implications but the 
Communication skill of the graduates of the three levels of 
educational preparation were evaluated the same. The time 
and money spent on the extra preparation of the BSN 
graduates does not seem to provide them with an advantage 
over the ADN graduates as team leaders.
In summary, the evidence in the literature which has
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been accumulating regarding the differences in the clinical 
performance of graduates of the two types of college nursing 
programs (AD and BS) includes much speculation but very 
little concrete data. The evaluation results obtained in 
the present research may be useful in three areas: 
providing a link between service (clinical) and education; 
identifying competency and value discrepancies which make 
school-to-work transitions difficult for a particular group 
of new graduates; and offering descriptions of what 
graduates from different programs can and cannot do in the 
work world.
Rating Patterns of Clinical Competence 
The time period within which evaluations of clinical 
performance of new staff nurses are performed varies widely 
between hospitals. For example, the director of nursing, 
Donnelly Memorial Hospital, Trenton, New Jersey, evaluates 
the beginning staff nurse at six month intervals if no 
problems arise. The supervisor at Mount Washington Home,
Eau Claire, Wisconsin, evaluates the beginning staff nurse 
at three months and then each year on the employee’s 
anniversary date. The director of nursing service, St. Olaf 
Residence, Minneapolis, Minnesota, evaluates the staff 
nurses approximately every six months. The director of 
nursing, California Hospital, evaluates new staff nurses at 
yearly intervals. The Christian Nursing Home director of 
nursing, Lincoln, Illinois, evaluates the new staff nurses 
at three months, seven months, and then yearly. The
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supervisor of nursing services at Presbyterian Village of 
Detroit, Inc., Detroit, Michigan, evaluates the clinical 
performance of a beginning staff nurse at three months and 
then every six months ("Work Performance,11 1967).
Chernushin and Galvin (1962) suggests that the new graduate 
be evaluated at three, six, twelve months and then yearly, 
while Lister (1966) suggests that the new graduate be 
evaluated at three and six months and annually thereafter.
The conclusion to be drawn from this information is 
that the new nurse graduates have more frequent clinical 
performance evaluations during the first year of employment 
to ascertain if they are having any problems that need 
immediate attention. Since the greatest growth in clinical 
performance of new nurse graduates appears to be 
accomplished within the first year of employment, clincal 
performance evaluations are performed yearly thereafter.
The Use of Head Nurses as Evaluators
A qualified evaluator is required for an effective 
application of any rating scale. The evaluator should be 
the nurse in closest supervision of the evaluatee (Wilson et 
al., 1977). The head nurse was selected as the evaluator 
because the use of participant observers is about the only 
way careful observations can be made (Densen, 1962).
The head nurse influences attitudes toward patients and 
quality of patient care and she establishes the expectations 
of staff nurse performance (Corrigan & Julian, 1966; Dyer,
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1967). She is also familiar with the job that is expected 
of each worker on the unit (Church, 1962). On the strength 
of her daily observations, the head nurse or the assistant 
head nurse evaluates the nursing staff (Kimball, Pardee, 
Larson, 1971). The assumption is made that the head nurse 
is a specialist in the giving of patient care. The only 
people in the hospital who have had the opportunity to 
observe the behavior of the new nurse over a relatively long 
period of time are the head nurses (Tate, 1962).
Ratings by immediate supervisors provide information as 
to their view of adequacy of preparation of graduates for 
the job (Brandt et al., 1967). Metzger (1964) emphasizes 
that the appraisal (evaluation) is the responsibility of the 
employee’s immediate supervisor. When evaluating, the 
supervisor should use a high degree of judgment based on 
observation and analysis.
Since evaluation of performance is achieved by means of 
direct thoughtful observation which is subjective (Armiger, 
1962; Church, 1962; Gordon, 1960; Heslin, 1963), the head 
nurse can increase reliability and validity of her 
evaluation by keeping anecdotal records (Hazeltine & Zeitz, 
1964; Heslin, 1963). Other suggestions to reduce 
subjectivity are: the use of an evaluation committee 
(Boshouwers, 1959), peer and self-evaluation to use in 
checking reliability of the evaluation made by the head 
nurse (Cochran & Hansen, 1962; Gorham, 1963) and several 
brief observations over a time span to allow for temporary
65
variables and to identify patterns of behavior (Gordon,
1960; Metzger, 1964; O'Brien, 1971; Marriner, 1976). 
Performance to be carefully observed in relation to goals to 
be achieved (Gordon, I960; Gilchrist, 1962; Jump, 1967), and 
the head nurse thinking through the evaluation in different 
moods and on several occasions in order to be certain of 
maintaining reliability, objectivity, and validity are two 
other suggestions to reduce subjectivity (Gilchrist, 1962; 
Woodworth, 1962). According to Gilchrist (1962), even with 
the above safeguards, true and complete objectivity is 
impossible to obtain.
Slater Nursing Competencies Rating Scale 
The Slater Nursing Competencies Rating Scale (Wandelt & 
Stewart, 1975; Appendix A) is designed to rate nurses' 
performance in the clinical setting. The Slater Scale 
provides measurements of the competence of a nurse in 
utilizing and adapting skilled performance to unique needs 
and circumstances of patient care. Because ratings of many 
specifically identified nurse-patient interactions are made, 
judgments are expected to be more objective than if an 
evaluation is generalized from a single rating or judgment 
of a broad behavioral concept. The Slater Scale is designed 
to facilitate focusing on relevant actions to be measured 
and effecting valid judgments, which are then reflected in 
the ratings in the Scale. The Slater Scale consists of 84 
items which identify actions performed by nurses as they 
provide care for patients. The subsections of the Slater
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Scale include:
1. Psychosocial: Individual. Actions directed toward
meeting psychosocial needs of individual patients - 
18 items.
2. Psychosocial: Group. Actions directed toward
meeting psychosocial needs of patients as members 
of a group - 13 items.
3. Physical. Actions directed toward meeting physical 
needs of patients - 13 items.
4. General. Actions that may be directed toward 
meeting "either psychosocial or physical needs of 
patients or both at once - 16 items.
5. Communication. Communication on behalf of patients 
- 7 items.
6. Professional Implications. Care given to patients 
reflects initiative and responsibility indicative 
of professional expectations - 17 items (Phaneuf, 
1976; Wandelt & Stewart, 1975).
The scale yields both numerical and descriptive 
information. This information can be used for "accounting 
for the quality of nursing staff's performance..., 
identifying specific areas of strength and weakness, 
and... providing descriptions of the strengths and weaknesses 
which serve directly for planning ways to strengthen and 
improve the quality of nurse performance" (Wandelt &
Stewart, 1975, p. xiv).
Tate (1962) states that to assure reliability, the 
evaluation device must be accompanied by explicit directions 
for use. For the data collection for the present research, 
each head nurse was provided a Cue Sheet (Appendix B) which 
gave concrete examples of interactions/interventions by the 
nurse with or in behalf of the patient and descriptions of
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interactions/interventions derived from various health care 
settings. These cues facilitate orientation of the rater to 
the Slater Scale (Wandelt & Stewart, 1975). Each head nurse 
was also provided with an Instruction for Use Sheet 
(Appendix C).
Wandelt found that the Slater Scale can be used 
retrospectively to rate nursing performance that has 
occurred over a period that may be any length from two weeks 
to one year, as well as for on-the-spot ratings. Later in 
the chapter, the discriminatory capacity of the Slater Scale 
regarding retrospective ratings is further explained under 
the heading, Discrimination. The rater (usually head nurse 
or supervisor) has observed the ratee as she gives direct 
nursing care. The rater must be an individual competent to 
plan and provide nursing care for patients and competent to 
make professional judgments about the quality of the actions 
composing the nursing care being rated (Wandelt & Phaneuf, 
1972).
Data from evaluations of a thousand or more schools of 
nursing and nursing care agencies have been examined and 
show the Slater Scale to be a reliable, valid, stable, 
discriminating instrument for providing quantitative 
measurements of the quality of nursing care. Many schools 
of nursing and nursing care agencies use the Slater in 
continuing evaluation programs (Wandelt & Phaneuf, 1972; 
Wandelt & Stewart, 1975).
With the Slater Scale, a Cue Sheet is given so each
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rater is rating the same items against his/her own frame of 
reference. Also, the Cue Sheet provides assistance to the 
raters so that all judges are looking at the same things 
when judging clinical performance. According to Wandelt and 
Stewart (1975), for each rating the evaluator will focus on 
the nature and quality of performance of the care in each 
interaction and its appropriateness to the patient’s care 
needs. The evaluator will not focus on the qualities of the 
nurse who is interacting nor on what is expected of that 
particular nurse.
The one limitation to the use of this instrument is the 
length, 84 items which requires considerable time for each 
complete rating. To complete the first evaluation takes 
from two and one-half to four hours. Each evaluation 
thereafter takes approximately thirty minutes (Wandelt & 
Stewart, 1975).
Reliability
Reliability means that the measure must yield the same 
scores in repeated or multiple measurements. Synomyns for 
reliability are: dependability, stability, consistency,
predictability, accuracy.
Inter-Rater Reliability. Inter-rater reliability 
applies to the consistency of ratings among or between 
raters. According to Ager (Wandelt & Ager, 1974), the 
inter-rater reliability was an interclass correlation of .77 
for 74 senior nursing students who were rated 
retrospectively on the Slater Scale by a pair of raters who
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had supervised and were familiar with their field 
performance. Interclass correlations, rather than the more 
usual correlation coefficient, was used for two reasons:
(1) not all judges rated all nurses, as required by _r; and
(2) because the Slater Scale attempts to measure absolute 
and not just relative performance, there should be some 
agreement on level of performance as well as rank order. It
should be noted that the interclass correlation will be 
lower than £, since variance due to disagreement on level is
counted as error variance.
Internal Consistency. Also, reliability is the 
internal consistency of a test: the test items are
homogeneous. To the extent that the subsections of the 
Slater scale are tapping dimensions of performance that are 
to some degree distinct, the within-scale inter-item 
correlations should be higher than inter-item correlation 
between scales. For the same reason, items should correlate 
higher with their own total score than with the scores for 
the other scales.
Using a sample of 250 diploma nursing students who had 
completed eight weeks of clinical experience in psychiatric 
nursing, the odd-even split-half reliability correlation 
coefficient was .98 on the intercorrelation among scales, 
items, and total scores.
Stability. Stability interpretation of reliability is 
an instrument yielding approximately the same results on 
repeated use. A third sample, data relevant to stability
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reliability of the Slater Scale, was collected on 103 staff 
nurses from the veterans administration hospital. The 
nurses were rated on the Slater Scale initially and then six 
months later. The two ratings for each nurse were not 
necessarily performed by the same nurse but the reliability 
coefficient was .60.
Validity
Validity, or the degree to which the instrument 
measures what it purports to measure, is based on four 
procedures: construct validity, content validity,
predictive validity, and discrimination.
Construct Validity. Construct validity is determining 
what factors or constructs account for variance in the test 
performance. Factor analysis of the inter-item correlations 
on 71 Slater items, based on 250 psychiatric nursing 
students, showed 12 factors accounted for 83% of the total 
variance. The description of the Slater Scale did not list 
the 12 factors so it was impossible to repeat the factor 
analysis on the present results. Ratings on the 103 nurses 
(mentioned above), after a six-month trial of the 
reorganization of nursing service, improved significantly 
(t = 4.2). The initial Slater mean was 2.86, with a 
standard deviation of .66, and the post mean, 3.09, with a 
standard deviation of .61 (Wandelt & Stewart, 1975).
Content Validity. Content validity is the 
representativeness or sampling adequacy of the content - the 
substance, the matter, the topics - of a measuring
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instrument. Content validation consists essentially in 
judgment. Items on the Slater Scale have been examined 
extensively by nurse educators and nurse practitioners with 
expertise in all major clinical areas. One such examination 
was done by clinical instructors (at least two from each 
speciality; obstetrics, pediatrics, psychiatric, 
medical-surgical nursing), who devoted six to ten or more 
hours each week for ten weeks. Each worked independently, 
and they met weekly to share ideas. This group of 
instructors indicated belief that the items on the scale are 
valid criterion measures of competencies needed by a nurse 
responsible for nursing care of patients. They reached the 
following conclusion regarding content validity: that the
scope of the items is complete and that the items are 
representative of the broad range of actions required in 
providing of nursing care (Wandelt & Stewart, 1975).
Predictive Validity. Predictive validity is determined 
by comparing test or scale scores with one or more external 
variables, or criteria, known or believed to measure the 
attribute under study. As for predictive validity, the 
following are correlations of Slater Scale scores with 
various other measurements of nursing knowledge and 
performance: instructor practice grade £  = .72; instructor 
theory grades £ = .63; NLN Achievementnt scores £ = .54; and 
Social Interaction Inventory £  = .69 (Wandelt & Stewart,
1975). If the instructors did not have an evaluation sheet 
for theory with concrete examples, this could explain the
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low correlation between the Slater Scores and instructor 
theory grades and practice grades.
Discrimination. Discrimination means that one can 
differentiate the factor or construct from other factors or 
constructs that may be similar, and that one can point out 
what is unrelated to the construct. Seven instructors 
performed repeated measurements on the same set of 55 to 60 
students. Ratings were done for each student every two 
weeks for ten weeks. The raters were able to discriminate 
consistently between students on individual items and also 
to rate items consistently for individual students. Three 
groups of students, numbering 57, 58, and 57, were rated 
every two weeks during a twelve-week psychiatric nursing 
course. The mean scores increased significantly for each 
successive two-week rating period. The examination of the 
scores for the previous two sets of ratings established that 
the Slater Scale is sufficiently sensitive to make a .4 
difference in scores significant. Also, the pretest mean 
score of 2.86 and posttest mean score of 3.09 - a .23 
difference - was found to be significantly different for the 
103 staff nurses involved in the veterans administrative 
study, a six month trial of the impact of a reorganization 
of nursing service (Wandelt & Stewart, 1975).
If, after three to twelve months of employment, there 
is no difference in the clinical performance of the 
associate degree and baccalaureate degree nurse graduates, 
the concept that graduates from both programs could be
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employed in the same capacity, as first level staff nurses, 
would be strengthened. If there are differences in the 
basic clinical competencies of the beginning associate 
degree and baccalaureate degree nurse graduates, the 
directors of inservice education would be advised as to the 
areas of clinical skills to concentrate on with the new 
graduates for the first 12 months of employment. This could 
be instrumental in bridging the gap between nursing 
education and nursing service. Also, nursing services could 
employ graduates in jobs for which they new graduates can be 
expected to develop competencies by the end of a given 
period, such as one year.
Chapter III
RESEARCH DESIGN
This chapter will present the rating scale for 
evaluating clinical competence. Also included are the 
rationale for the use of head nurses as evaluators; a 
description of the population for sample selection; the 
reliability and validity of the rating scale; procedure for 
data collection; statistical hypotheses which were developed 
for the study; and the statistical analyses which were 
conducted.
The research design was derived from the main purpose 
of the study, i.e., how do graduates at two levels of 
educational preparation (AD and BSN) differ on measures of 
clinical competence. Despite the growing volume of 
literature evaluating clinical performance, little research 
has been conducted to test differences in clinical 
performance of graduates from the two types of nursing 
education programs.
More specifically, this ex post facto research study 
was designed to determine whether differences exist in the 
ratings of clinical competency of ADN and BSN graduates. 
These graduates were within the first three to twelve months 
after registered nurse licensure and were working full-time 
in hospitals.
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The main independent variable was type of education at 
two levels: ADN and BSN degree. Also, information on 24
demographic variables including personal, educational and 
professional characteristics was obtained in order to 
determine the possible effect of extraneous variables (See 
Appendix E). The 6 subtest scores and the items within each 
subtest comprised the separate dependent variables.
For this study an ex post facto design was used to 
gather information concerning the level of competence 
demonstrated by new nurse graduates upon employment in their 
first professional position and of the comparative impact of 
AD and BS programs for preparing nurses. The information 
should assist nursing service administrators in planning 
more effective inservice programs and to provide a sound 
data base for nursing service administrators to organize job 
assignments and job descriptions. Hopefully, these results 
also will assist nurse educators, hospital administrators 
and nursing service administrators to develop educational 
goals consistent with the needs of nursing service and 
consumer demands.
Use of Head Nurse Evaluators
Based upon the earlier review of literature (Densen, 
1962; Tate, 1962; Metzger, 1964; Brandt et al., 1967; Wilson 
et al., 1977), the immediate superiors of the newly employed 
nurse graduates were considered the most reliable 
evaluators. Therefore, for the present research, the head
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nurses evaluated the new nurse graduates using the 
Slater Nursing Competencies Rating Scale.
Instrumentation
The Slater Nursing Competencies Rating Scale (Wandelt & 
Stewart, 1975) was selected because it yields both numerical 
and descriptive information which can be used to adequately 
portray the quality of nursing staff's performance as well 
as to identify areas of strengths and weaknesses in clinical 
performance. A numerical rating scale is used which 
includes numbers 5 to 1 against which a list of behaviors 
are evaluated, a value of 5 represents the best nurse while 
a value of 1 represents the poorest nurse (See Chapter II).
The Slater Rating Scale forces an evaluator to respond 
to each point on the scale for every new nurse. An example 
of descriptive information is "gives full attention to 
patient". Also, according to Wandelt and Stewart (1975), 
the Slater Scale can be used retrospectively to rate nursing 
performance from two weeks to one year.
The Slater Scale consists of 84 items which identify 
actions performed by nurses as they provide care for 
patients. The six subsections of the Slater include:
1. Psychosocial: Individual. Actions directed toward 
meeting psychosocial needs of individual patients - 
18 items.
2. Psychosocial: Group. Actions directed toward 
meeting psychosocial needs of patients as members 
of a group - 13 items.
3. Physical. Actions directed toward meeting physical 
needs of patients - 13 items.
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4. General. Actions that may be directed toward 
meeting either psychosocial or physical needs of 
patients or both at once - 16 items.
5. Communication. Communication on behalf of patients 
- 7 items.
6. Professional Implications. Care given to patients 
reflects initiative and responsibility indicative 
of professional expectations - 17 items.
According to Hagen (1974), one source of unreliability 
is the use of various judges to evaluate clinical 
performance. According to Wandelt and Stewart (1975) the 
Slater Scale has greater reliability and validity than the 
other instruments discussed in the literature. One possible 
explanation is that the Cue Sheet and the Instruction Sheet 
give concrete examples and explicit directions for use to 
minimize rater error.
Reliability and Validity
The inter-rater reliability on the Slater Nursing 
Competecies Rating Scale was an interclass correlation of 
.77 for 74 senior nursing students who were rated 
retrospectively on the Slater Scale by a pair of raters who 
had supervised and were familiar with their field 
performance (Wandelt & Stewart, 1975).
One study (Wandelt & Stewart, 1975) to determine 
internal consistency used a sample of 250 diploma nursing 
students who had completed eight weeks of clinical 
experience in psychiatric nursing. The odd-even split-half 
reliability correlation coefficient was .98.
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In a study (Wandelt & Stewart, 1975) relevant to 
test-retest reliability, one hundred-three veterans 
administration staff nurses were rated on the Slater Scale 
and then 6 months later; the test-retest reliability 
coefficient was .60.
For content validity (Wandelt & Stewart, 1975), a group 
of instructors who worked independently and devoted six to 
ten or more hours each week for ten weeks examining the 
items, reached the conclusion that the scope of the items is 
complete and that the items are representative of the broad 
range of actions required in providing nursing care.
For predictive validity (Wandelt & Stewart, 1975), the 
following are correlations of Slater Scale scores with 
various other measurements of nursing knowledge and 
performance: instructor practice grade r = .72; instructor 
theory grades £ = .63; National League for Nursing 
Achievement scores £ = .54; and Social Interaction Inventory 
£ = .69. Two examples of studies (Wandelt & Stewart, 1975) 
that support the discrimatory properties of the Slater 
follow. Three groups of 57 students each were rated every 
two weeks during a twelve-week psychiatric nursing course. 
The mean scores increased significantly for each successive 
two-week rating period.
The examination of the scores for the Psychiatric 
student nurses and the veterans administration staff nurses 
established that the Slater Scale is sufficiently sensitive 
to make a .4 difference in scores significant. Also, the
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pretest mean score of the veterans administration staff 
nurses was 2.86 and posttest mean score was 3.09 - a .23 
difference - was found to be statistically significantly 
different.
Since no other standardized instrument has been 
developed that has greater validity and reliability for the 
purpose of retrospective ratings of graduate nurses, the 
Slater Scale was selected. A review of the literature 
specifically related to the present research revealed that 
the majority of the researchers (Oshin, 1964; Brandt et al., 
1967; Reichow & Scott, 1967; Cicatiello, 1974; Wilson, et 
al., 1977) developed their own instruments. However, these 
measuring tools did not have established validity and 
reliability. A rating scale seemed more appropriate for the 
purposes of this study than such techniques as personal 
interviews, group interviews, and telephone interviews; the 
questionnaire allowed the investigator to assess individuals 
who otherwise would not be accessible. Other attributes 
that the evaluative instrument should have are; to be easily 
interpreted, convenient to use, and should cover the areas 
essential to the job (Gordon, 1963). Within this practical 
evaluation framework, the Slater Scale is neat in 
appearance, has an eye appealing format, and the evaluators 
had only to check the degree to which the employees 
possessed the competency. The Slater Scale is easily 
interpreted, convenient to use, and planned to cover the 
areas essential to the job. Also, the Slater Scale has a
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guide for making and recording observations in a way that is 
uniform and lends itself to conducting statistical 
analysis. The items are standardized and the Cue Sheet 
provides guidance for the evaluators’ observations. 
Standardized Instructions for Use were also available and 
sent to each evaluator (Appendix C).
Population
The population for this study consisted of recent 
associate degree and baccalaureate degree nurse graduates 
employed in Colorado Hospitals. The two criteria for sample 
selection were: ADN and BSN graduates were working within a
time span of three to twelve months of beginning employment 
after initial registered nurse licensure; and the nurses 
were working full-time in a hospital. This limited time 
span of employment was selected in order to minimize the 
effect of years of experience and postgraduate training 
operating to influence the clinical competency ratings.
Table 2 lists the 35 participating hospitals, their bed 
capacity and the number of evaluatees by ADN or BSN 
education selected from each hospital. The participating 
hospitals' patient capacity varied from 16 beds to 9^3 beds. 
Since competency ratings may vary according to the size of 
the hospital, i.e., nurses in smaller hospitals have to 
perform more varied duties than nurses in larger hospitals, 
the sample was selected to represent a heterogeneous 
hospital populaion.
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TABLE 2
Hospitals, Bed Capacity, and 
Number of ADN and BSN Evaluatees
Evaluatees
Hospital Bed Capacity ADN BS1
Alamosa Community 49 1 0
Beth Israel 287 3 2
Bethesda 70 0 1
Brent County Memorial 11 1 1
Conejos County 43 0 2
Colorado General 387 16 68
Colorado State 943 6 0
Delta County Memorial 32 2 2
Denver General 336 8 21
Elizabeth Knutsson 16 2 1
Fitzsimmons Army 475 0 2
Kit Carson 50 1 0
La Plata Community 51 2 1
Lower Valley 48 1 0
McNamara Mercy 23 0 1
Memorial, Colorado Springs 146 1 4
Memorial, Greeley 30 0 1
Mercy Medical Center 110 0 2
Montrose Memorial 75 2 0
Parkview Episcopal 275 5 0
Penrose 330 5 4
Poudre Valley 198 1 4
Rangely 28 1 0
Rose Medical Center 347 0 1
Southwest Memorial 61 2 0
St. Anthony Hospital System 689 14 10
St. Francis, Colorado Springs 178 1 0
St. Joseph, Cheyenne 32 1 0
St. Joseph, Del Norte 70 0 2
St. Joseph, Denver 551 0 3
St. Mary-Corwin 434 7 0
St. Vincent General 37 1 0
Veterans Admin., Ft. Lyon 537 3 2
Washington County 289 0 1
Weld County General 308 3 7
Total 90 143
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Hospital directors of nurses of the 101 Colorado 
hospitals were contacted by letter to determine if they had 
new ADN and BSN graduates who met the previous two criteria. 
The directors also were asked to list the names of the head 
nurses who would be completing the evaluations and the 
number of new ADN and BSN graduates who would be evaluated 
(Appendix D) . A total of 94 head nurses, assistant head 
nurses, supervisors, directors of nurses and 1 staff nurse 
from 35 hospitals participated. Sixty-six hospitals did not 
employ new nurses who met the requirements - beginning 
full-time employment after initial registered nurse 
licensure and new ADN and BSN graduates within three to 
twelve months of beginning employment.
The immediate supervisors then were asked to evaluate 
the clinical competencies of the new graduates. The 
immediate supervisors included the head nurses, assistant 
head nurses, directors and/or assistant directors of nurses. 
If the hospital was small, fewer than 50 beds, the director 
or assistant director of nurses was most likely to complete 
the evaluations. The evaluatees who were employed in larger 
hospitals were usually evaluated by head nurses, assistant 
head nurses, or supervisors. The evaluators, who were 61 
head nurses and assistant head nurses, 21 supervisors, 10 
directors and assistant directors of nurses, and 1 other 
(which included a staff nurse), used the Slater Nursing 
Competencies Rating Scale to retrospectively rate the new 
associate degree and baccalaureate degree nurse graduates.
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. The evaluatees were contacted by mail and gave their 
permission to be evaluated by completing and returning a 
demographic sheet to the researcher (Appendix E). This 
demographic sheet was completed and returned with each 
evaluation. Evaluation forms were sent to 94 evaluators for 
294 evaluatees. Evaluations were returned on 100 ADN 
graduates, 165 BSN graduates and 3 diploma graduates 
resulting in a response rate of 94.2%. This did not include 
the nine evaluation forms which were returned with the 
statment "unable to complete" because the perspective 
evaluatee had moved, or no longer met the time or 
educational requirement. The diploma graduates did not meet 
the educational criteria for inclusion in the study and 
these were omitted. Other reasons that evaluations were 
omitted were: 12 evaluatees did not meet the time
requirements of 3 to 12 months; 5 were not generic 
graduates; 1 worked part-time; 10 completed less than 60 
items; and 3 completed less than 60 items and the time 
requirement was not met. Omitting the above nurse 
evaluations, completed evaluations on 90 new associate 
degree and 143 baccalaureate degree nurses were included in 
the research population.
The nonresponses and the evaluations returned with the 
notation that the head nurses were unable to complete them 
may be attributed to the fact that when the requests for 
participaion were sent to the directors, the directors had 
the head nurses complete the list of evaluators and provide
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the number of new graduates to be evaluated (Appendix D).
The head nurses may have listed the evaluatees without 
consulting their records as to education, time, and 
employment. In other words, they gave an estimate of the 
number of evaluatees. By the time the evaluations arrived, 
some of the new graduates had quit and some had passed the 
time limit. Also, in some cases, the head nurses reread the 
cover letter and realized the nurses who they were planning 
to evaluate did not meet the educational criterion.
Data Collection
The requests for participation in the research were 
sent to each of 101 hospitals in the state of Colorado on
October 5, 1980 (Appendix D). On November 2, 1980, a
second letter requesting participation was sent to the 
directors of nurses who had been contacted the first part of 
October and who had not responded (Appendix F). Replies 
were received from 90 directors of nurses. Of the 90 
directors of nurses, 35 had new ADN and BSN graduates who 
met the criteria. The 11 directors of nurses who did not 
respond were called. The directors had not bothered to 
respond because they had no new graduates who met the
criteria. Only two directors said that their head nurses
were too busy to participate.
Also a form requesting the names of the head nurse 
evaluators and the number of generic ADN and BSN graduates 
to be evaluated was included (Appendix D). A self-addressed 
stamped envelope was included in the mailing to facilitate
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the return of the list of evaluators and evaluatees.
Eight head nurses, who were to evaluate 12 new ADN and 
5 BSN graduates, had not responded by March 1, 1981.
Second and third follow-up letters were sent March 1, 1981
and May 11, 1981 (Appendix F). When no response was
received, telephone calls were made with still no response. 
Later a new director of nursing service at one of the 
hospitals wrote to say the previous director had left and 
the new director had no correspondence regarding the 
research. The previous director was to have evaluated 4 of 
the 10 ADN and 1 of the 18 BSN new graduates. The total
usable evaluations were 90 ADN and 143 BSN graduates.
An Instruction for Use Sheet (Appendix C), Cue Sheet 
(Appendix B), a Demographic Sheet (Appendix E) which 
included a request for information from both the evaluator 
and evaluatee, a Slater Nursing Competencies Rating Scale 
(Appendix A), a cover letter (Appendix G), and a check for
$15.00 for each evaluation to be completed was sent to each
head nurse who agreed to participate. A representative at 
Western Interstate Council of Higher Education (WICHE) was
contacted as to the amount of reimbursement to offer for
each evaluation. The respresentative confirmed that $15.00 
per evaluation was on the high side but this money incentive 
was offered to increase the response rate of completed 
usable evaluations. Since, according to Wandelt and Stewart 
(1975) a minimal number of 60 items had to be rated for a 
reliable evaluation score of nursing competence to be made,
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an incentive for a high return rate of usable evaluations 
was essential. Extensive use of the Slater Scale has shown 
that, regardless of the clinical setting, raters are able to 
score 75 or more items in retrospective ratings. A 
self-addressed stamped envelope was included in the mailing 
to facilitate evaluation returns.
Following Wandelt and Stewart's suggestion (1975), each 
rater (head nurse) developed her own individual frame of 
reference to serve as a yardstick against which she measured 
competency displayed by the nurse performing nursing care 
activities. Also, the Individual Frame of Reference Form 
for development and use of the standard of measurement, 
which is the performance expected of a first-level staff 
nurse, was established by each evaluator. "A first-level 
staff nurse is a nurse who, traditionally, is charged with 
responsibility for providing nursing care that is safe, 
adequate, therapeutic, and supportive in meeting the needs 
of patients" (p. 50). Also, a first-level staff nurse is 
one who, purportedly, is prepared for these responsibilities 
by one of the programs of nursing education that prepare 
individuals for state licensure as registered nurses. For 
the purpose of this paper, a first-level staff nurse is a BS 
or AD nurse working full-time in a hospital and within three 
to twelve months of initial registered nurse licensure.
The head nurse evaluator was asked to write the names 
of nurses who she either knew or had known who she 
considered to be the Best, Average, and Poorest Staff Nurse.
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Next, the head nurse was asked to insert the name of a nurse 
who fell between "Average” nurse and "Poorest” nurse and 
between "Average” and "Best" nurse. On the Slater Scale, 
starting on the left, parenthesis were provided for 
recording competency ratings in the Best, Average, and 
Poorest Staff Nurse columns, and horizontal rules were used 
for the subunits betwen Best-Average, Average-Poorest, Not 
Applicable, and Not Observed. A five item Likert scale with 
numerical values for level of performance 5 to 1 was used, 
with Best Nurse equal to 5. A sample of the Slater Scale 
follows.
PSYCHOSOCIAL: INDIVIDUAL.
Actions directed toward meeting psychosocial needs of 
individual patients.
1. Gives full attention to patient ( ) —  ( ) —  ( ) —  —
2. Is a receptive listener ( ) —  ( ) —  ( ) —  —
An item was checked "poorest nurse" instead of "not 
observed" when the ratee could or should have performed an
appropriate nursing action but did not. An item was checked
"not applicable" when the situation in which the ratee was 
providing care was such that opportunity for performance of 
nursing care actions that permit rating the item was 
unlikely.
The yardstick or standard of measurement against which 
observed nursing actions were measured to determine the 
score for individual observations was the quality of care 
(performance) normally expected of a first level staff nurse
88
(Wandelt & Stewart, 1975). Regardless of the educational 
level of the new nurse graduates, this standard of 
measurement was held constant so that measurements of 
various individuals could be compared to demonstrate 
differences or similarities in performance. For the Slater 
Scale, the standard of measurement will yield reliable 
measurements that may be compared to show differences, 
similarities, and growth. Wandelt and Stewart (1975) make 
the statement that "the standard of measurement is not 
changed to accommodate expectations of different outcomes; 
rather, the standard is held constant so that expectations 
of sameness or differences can be confirmed or demonstrated 
to be erroneous. If attributes or features of different 
subjects are indeed different, comparison of each to a 
constant standard of measurement will reveal the 
differences" (p. 52).
Comparison of the two educational levels, ADN and BSN, 
will be made question by question, subsections by 
subsections and overall group means. The score for each 
nursing program, ADN and BSN, will be derived by:
1. totaling the scores for each of the 84 questions 
rated and dividing by the number of responses to 
determine the mean score for each question 
(carrying to one decimal point).
2. totaling the means of each subsection and dividing 
by the number of responses (carrying to one decimal 
point).
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3. totaling the means of all items and dividing by 84 
items.
4. Not Observed and Not Applicable items were omitted 
in calculating the score.
5. using ratings of 60 items or more per individual 
evaluations. Ratings of less than 60 items were 
considered insufficient to provide a valid and 
reliable evaluation score for the ratee. 
Evaluations that included less than 60 rated items 
were not analyzed.
Hypotheses
It was hypothesized that clinical competency ratings of 
beginning ADN and beginning BSN graduates would differ 
significantly in the following seven areas:
1. meeting the psychosocial needs of individual 
patients.
2. meeting the psychosocial needs of patients as 
members of a group.
3.. meeting the physical needs of patients.
4. meeting either the psychosocial or physical needs
of patients or both at the same time.
5. communicating with other health team members on 
behalf of the patients.
6. fulfilling professional responsibilities in care
given to patients which reflects initiative and
responsibility indicative of professional 
expectations.
7. evaluated in terms of overall clinical competency.
Statistical Analysis 
Wandelt and Stewart (1975) found that ratings of 60 of 
the 84 items were significant to provide a valid and 
reliable evaluation score for the ratee; therefore, for 
purposes of this study, all evaluations which had 60 or more
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items rated were used in the statistical analysis. If an 
item was left blank, the evaluator was called and asked what 
her response would be. The evaluations used had no missing 
data. Using a two-tailed t-test for independent groups, 
the means of each item, subsections and overall means were 
compared for each level of education. A two-tailed t-test 
was used because the researcher was interested in learning 
whether- there were significant differences in the clinical 
performance of the ADN and BSN new graduates.
According to the literature previously cited there 
should be a difference in the clinical performance of the 
ADN and BSN graduates' clinical performance; however, 
conflicting results have been reported as to which group 
performs at the highest level. For this reason a two-tailed 
t-test with an alpha of .05 was selected. Also, a Student 
t-test was selected because there was only two treatment 
conditions (ADN and BSN). Generalization of findings cannot 
be made beyond the Colorado nurses.
CHAPTER IV
PRESENTATION OF DATA
The findings are presented in this chapter.
Presentation of data include the demographic data, 
comparison of graduates on the six subsections of the 
Slater, and probability statement of the hypothesis under 
consideration is stated. A summary of statistical data and 
rejection or acceptance of the hypothesis also are 
presented. Tables 3 to 19 summarize the statistical 
results.
Demographic Data - Evaluators
Ninty-four professionals, including 62 head nurses, 10 
directors of nurses, 21 supervisors, and 1 staff nurse 
comprised the evaluator group. Twenty five percent of the 
evaluators had served less than 1 year in their present 
position; 25.5% had served 13-24 months; 30% had served 2 to 
5 years; 13% had served 61 months to 10 years; and 6% had 
served over 10 years. This information is summarized in 
Table 3.
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TABLE 3
Number and Percentage
Total Nurse Evaluators by
Position and Time in Present Position
n %
Position:
Head Nurses 62 66 .0
Directors of Nurses 10 11.0
Supervisors 21 22.0
Other 1 1.0
Time in Present Position:
Under 1 Year 24 25.5
13-24 Months 24 25.5
Over 2-5 Years 28 30.0
61 Months-10 Years 12 13.0
Over 10 Years 6 6.0
N = 94
Information on the evaluators was also classified as to 
whether an ADN or BSN graduate was being evaluated. Table 4 
presents the number and percentage of evaluators by their 
position and time in position. Head nurse comprised the 
major evaluator position with 58% evaluating ADN graduates 
and 73% evaluating BSN graduates. In addition, the highest 
percent of time in position was 13-24 months (32%) for those 
evaluating ADN graduates and 2-5 years (also 32%) for those 
evaluating BSN graduates. Thirty-one percent of the 
evaluators rated both ADN and BSN graduates and 35% rated 
only BSN graduates and 34% rated only ADN graduates. Table 
4 also shows that the evaluators of ADN and BSN graduates 
showed similar percentage breakdown as to their current 
positions.
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TABLE 4
Number and Percentage
Evaluators by
Position and Time in Present Position
ADN
Evaluators
BSN
n % n %
Position:
Head Nurses 35 58 46 73
Directors of Nurses 8 13 6 10
Supervisors 16 27 11 17
Other 1 2 0 0
Time in Present Position:
Under 1 Year 14 23 16 25
13-24 Months 19 32 17 27
Over 2-5 Years 12 20 20 32
61 Months-10 Years 9 15 7 11
Over 10 Years 6 10 3 5
ADN Evaluators N = 60 
BSN Evaluators N = 63
Table 5 reveals evaluators differed on educational 
level, age, and sex. Of the 94 nurse evaluators, 19% had 
associate degrees, 42% had baccalaureate degrees, 35% had 
diplomas. Age range of evaluators revealed that 46% fell 
into the 30-39 age category. However, nearly all of the 
evaluators were female (95%).
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TABLE 5
Number and Percentage
Total Nurse Evaluators by
Educational Level, Age, and Sex
n %
Educational Level:
Associate Degree 18 19
Baccalaureate Degree 39 42
Diploma 33 35
Other 4 4
Ages (Years):
20-29 26 27
30-39 43 46
40-49 14 15
50-59 11 12
Sex:
Males 5 5
Females 89 95
N = 94
Table 6 presents age and sex of evaluators by 
educational level. Some 35% of those evaluating ADN 
graduates had baccalaureate degrees while 54% of those 
evaluating BSN graduates had the same degree. For age of 
evaluators 47% and 51% who evaluated ADN and BSN graduates 
respectively fell into the 30-39 age range category.
TABLE 6
Number and Percentage
Evaluators by
Educational Level, Age, and Sex
ADN
Evaluators
BSN
n % n %
Educational Level:
Associate Degree 17 29 7 11
Baccalaureate Degree 21 35 34 54
Diploma 20 33 20 32
Other 2 3 2 3
Age (Years):
20-29 16 27 15 24
30-39 28 47 32 51
40-49 9 15 11 17
50-50 7 11 5 8
Sex:
Male 2 3 3 5
Female 58 97 60 95
ADN Evaluators = 60 
BSN Evaluators = 63
Additional statistical analysis, ANOVA, was performed 
on the rater demographic data (Appendix H). Certain 
variables were significant in influencing how the evaluaters 
rated the new graduates. The ANOVA results for the raters 
indicated that position and education did not affect how 
they rated the new nurse graduates. Time in present 
position was not significant for three Slater subsections, 
Psychosocial: Individual, Communication, and Professional 
Implications, and significant for three subsections,
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Psychosocial: Group, Physical, and General. Basically 
raters who were in the first year of their present job rated 
new graduates the highest and those with 25 to 60 months 
experience in their present position rated the new graduates 
lowest. Rater age was not significant on two subsections, 
Communication and Professionl Implications, but age was 
significant on four Slater subsections, Psychosocial: 
Individual, Psychosocial: Group, Physical, and General. 
Basically, the youngest raters (age 20-29) rated the new 
nurse graduates highest and the raters in the 30-49 age
group rated the new graduates lowest. Sex of rater was not
significant on three subsections , Psychosocial: Individual, 
Communication, and Professional Implications, but on the 
remaining three subsections, Psychosocial: Group, Physical, 
and General, sex was significant. The male raters (N = 16) 
rated the new nurse graduates higher and the female raters
(N = 216) rated the new graduates lowest.
Demographic Data - Evaluatees
Table 7 summarizes the ADN and BSN evaluatees by sex, 
age, marital status, and education. The sex of the ADN and 
BSN evaluatees showed similar patterns with 7% males and 93% 
female associate degree nurse graduates and 6% males and 94% 
female baccalaureate nurse graduates being evaluated.
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TABLE 7
Number and Percentage 
Recent ADN and BSN Evaluatees by 
Sex, Age, Marital Status
ADN BSN
n 56 n 56
Sex:
Male 6 7 8 6
Female 84 93 135 94
Age (Years):
20-29 57 63 129 90
30-39 24 27 11 8
40-49 8 9 0 0
50 & Over 1 1 1 1
Unknown 0 0 2 1
Marital Status: 
Married 37 41 37 27
Divorced 14 16 7 5
Separated 2 2 5 4
Widowed 1 1 2 1
Single 35 39 91 64
Unknown 1 1 1 1
ADN N = 90 
BSN N = 143
As to age, 9056 of the BSN graduates fell into the 20-29 age
bracket compared to 6356 of the ADN graduates.
As for marital status , 4156 of the ADN evaluatees were
married and 3956 were single while for the BSN evaluatees 2656
were married and 6456 were single. Separated and widowed 
were almost identical for both groups.
98
Table 8 presents the number and percentage of ADN and
BSN evaluatees by several career and background
characteristics. In reply to the question as to whether 
this was the evaluatee's first job as a registered nurse,
87% of the associate degree and 89% of the baccalaureate 
nurses said "yes1'. Thirteen and 8% respectively had had 
previous employment as registered nurses. For the length of 
time working, 61% and 48% of ADN and BSN graduates
respectively had been working 6 to 8 months.
For the primary positions of new nurse graduates, 61% 
of AD and 69% of BS nurses reported their position as staff 
nurses while 30% of AD and 22% BS nurses reported their 
position as team leaders.
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TABLE 8
Number and Percentage
Recent ADN and BSN Evaluatees by
Career and Background Characteristics
ADN BSN
n n
First Job as Registered Nurses:
Yes 78 87 127 89
No 12 13 12 8
Unknown 0 0 4 3
Length of Time Working (Months):
3-5 20 22 35 24
6-8 55 61 68 48
9-12 15 17 40 28
Unknown 1 1 3 2
Primary Position:
Staff Nurse 55 61 99 69
Assistant Supervisor 1 1 3 2
Team Leader 27 30 31 22
Charge Nurse 6 7 7 5
Unknown 1 1 3 2
Previous Experience:
Licensed Practical Nurse 26 29 3 2
Nurses Aide 31 35 41 29
Orderly 1 1 4 3
Unit Secretary 2 2 3 2
Other 7 8 6 4
None 19 21 78 54
Unknown 4 4 8 6
ADN N = 90
BSN N = 143
The ADN graduates had more previous experience than the 
BSN graduates. Sixty-four percent of the associate degree 
nurses were either licensed practical nurses or nursing 
aides compared to 31% of the baccalaureate nurse graduates.
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Twenty-one percent of the AD nurses had no previous 
experience as compared to 54% of the BS nurses.
Table 9 presents the number and percentage of ADN and 
BSN graduates separated by clinical assignment and the shift 
worked. When clinical assignments were examined, the two 
groups were similar with the majority of the new graduates, 
72% ADN and 71% BSN, working in medical-surgical and 
pediatric units.
For the shift the nurses were working, more BS nurses 
(69%) worked rotating shifts as compared to 36% of the ADN 
nurses. Very few, 8% AD nurses and 6% BS nurses, worked 
days.
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TABLE 9
Number and Percentage 
Recent ADN and BSN Evaluatees by 
Clinical Assignment and Shift Working
ADN BSN
n % n %
Clinical Assignment:
Medical-Surgical 54 60 62 43
Pediatrics 11 12 40 28
Obstetrics 6 7 16 11
Intensive Care 5 5 12 8
Psychiatric 6 7 5 4
General & Nursing Education 7 8 8 6
Unknown 1 1 0 0
Shift Working:
Days 7 8 9 6
Evenings 27 30 16 11
Nights 20 22 18 13
Rotating 36 40 99 69
Unknown 0 0 1 1
ADN N = 90
BSN N = 143
Table 10 presents the number of written job 
descriptions given and the length of orientation in days 
separated by ADN and BSN. The majority of the nurses, 86%
AD and 77% BS, said job descriptions were given to them at 
time of employment. One hundred percent of the evaluators 
said the job descriptions were the same for both levels of 
educational preparation. For the length of orientation, 63%
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of the AD nurses and 50% of the BS nurses had 42 days or 
less of orientation.
TABLE 10
Number and Percentage 
Recent ADN and BSN Evaluatees by 
Written Job Description And Length of Orientation
ADN BSN
n % n %
Written Job Description:
Yes 77 86 110 77
No 12 13 30 21
Unknown 1 1  3 2
Length of Orientation (Days):
0-21 28 31 39 27
22-42 29 32 30 21
43-90 29 32 72 50
Unknown 4 5 2 2
ADN N = 90
BSN N = 143
Table 11 presents the number of nurses who plan to 
pursue higher education and who are now pursuing higher 
education separated by ADN and BSN graduates. For plans to 
pursue higher education, the majority, 66% of the AD nurses 
and 62% of the BSN graduates plan to pursue higher 
education. A very small number, 13% ADN and 10% BSN 
graduates, are currently pursuing higher education.
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TABLE 11
Number and Percentage 
Recent ADN and BSN Evaluatees by 
Plans to Pursue Higher Education 
And Now Pursuing Higher Education
ADN BSN
n ? n ?
Plans to Pursue Higher Education:
Yes 59 66 88 62
No 14 15 41 29
Maybe 15 17 9 6
Unknown 2 2 5 3
Now Pursuing Higher Education:
Yes 11 12 14 10
No 76 85 126 88
Unknown 3 3 3 2
ADN N = 90
BSN N = 143
Table 12 presents the number and percentage of recent 
ADN and BSN evaluatees by hospital bed capacity. The number 
of evaluatees from both levels of educational preparation 
showed similar distribution as to bed capacity of 
participating hospitals. Most of the evaluatees, 43? of the 
ADN and 71? of the BSN graduates, worked in hospitals with a 
bed capacity of 300 to 500 beds.
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TABLE 12
Number and Percentage 
Recent ADN and BSN Evaluatees by 
Hospital Bed Capacity
ADN BSN
n % n %
Hospital Bed Capacity:
1-100 17 19 13 9
101-200 3 3 11 8
201-300 8 9 2 1
301-500 39 43 101 71
501-700 17 19 16 11
Over 700 6 7 0 0
ADN N = 90
BSN N = 143
An additional statistical analysis, ANOVA, was 
performed on the ratees1 demographic data. Age, marital 
status, first job, shift working, job description, and size 
of institution did not significantly effect the ratees* 
evaluation. Thus, these potential confounding variables did 
not appear to operate in the present study.
Sex, length of time working and position of the ratees 
infuenced the way they were evaluated. Female evaluatees 
(N = 220) were rated higher than the males (N = 12). On all 
the subsections except Professional Implications, the new 
graduates who had been working nine months were rated 
highest. Those nurses who had been working four months were 
rated the lowest. On all six subsections except
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Psychosocial Group, the new graduates who were in charge and 
in education positions were rated highest; staff, 
supervisors, and team leaders were rated lowest. On all the 
Slater subsections except Psychosocial: Individual and 
Professional Implications, assignment did produce a 
significant difference. On Communication, Physical, and 
General, the nurses on psychiatric units, ICU, and 
obstetrics were rated highest. Nurses on pediatrics, 
medical-surgical, general and nursing education units were 
rated lowest on Physical and General. Nurses on 
medical-surgical, general, and education units were rated 
lowest on Communication. On Psychosocial: Group, nurses on 
medical-surgical and psychiatric units were rated the 
highest; nurses on ICU and pediatrics units were rated the 
lowest.
Length of orientation in days significantly affected 
the manner in which new graduates were evaluated. On the 
six Slater subsections, nurses who received 14 (N = 25) and 
56 (N = 14) days of orientation were rated highest. Those 
receiving 21 days (N = 24), 30 days (N = 30), and 60 days 
(N = 6) of orientation were rated the lowest.
On all the Slater subsections except Physical, previous 
medical experience of the ratees made a significant 
difference in how they were rated. Those new graduates who 
had been unit secretaries or nurses' aides were rated the 
highest. The new graduates who had previous experience as 
orderlies and licensed practical nurses were rated the
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lowest.
Whether the new graduates were going to pursue higher 
education made a difference on only two subsections,
Physical and General. Those ratees who indicated they were 
going to pursue higher education were rated higher than 
those who answered "no” or "maybe”. Those ratees (N = 27) 
on Physical and Communication Subsections who were now 
pursuing higher education were rated higher than those 
(N = 198) who were not pursuing higher education.
These demographic data were summarized (Appedix J) 
because the information helps to eliminate what could be 
considered limitations of age, sex, position, and 
educational level of evaluators and previous experience of 
evaluatees. These data may help explain the items of the 
Slater Scale on which there was no statistically significant 
differences in clinical competency between the recent ADN 
and BSN graduates. The data will be explored further in the 
discussion area of Chapter V.
Comparison of Graduates on Six Subsections of the Slater
All the ratees, 90 ADN and 143 BSN, were working 
full-time in Colorado hospitals. They were within the time 
period of three to twelve months after initial licensure as 
registered nurses. The non-directional hypotheses were to 
be accepted at £  < .05.
For the six subsection scores on the Slater Scale which 
include Psychosocial Individual and Group, Physical Care, 
General (either psychosocial or physical), Communication,
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and Professional Implications, the head nurses 
retrospectively evaluated the new BSN graduates as 
displaying significantly greater clinical competencies than 
the ADN graduates when meeting patient needs in these 
categories.
The number of ADN and BSN graduates being evaluated on 
each of the 84 statements of the Slater Scale, the mean, 
t-value, degrees of freedom, and probability of significant 
differences are included in Appendix H. Also the items of 
the Slater Scale under each subsection are given (Appendix 
I). An indication was made as to whether the individual 
item is significantly associated with ADN, BSN graduates or 
neither. For example, the indication that the item is 
significantly associated with BSN indicated the BSN 
graduates were rated higher. The indication that the item 
is "neither” would indicate that there was no significant 
difference in how the two groups performed. Each subsection 
is followed by a brief summary. The hypothesis is given and 
the probability statement of the hypothesis under 
consideration will be stated. A summary of statistical data 
and rejection or acceptance of the hypothesis is expressed. 
Tables 3 through 19 summarize the statistical results.
PSYCHOSOCIAL: INDIVIDUAL
Actions directed toward meeting psychosocial needs of 
individual patients.
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SIGNIFICANTLY
ADN BSN NEITHER
1. Gives full attention X
2. Is a receptive listener X
3. Approaches patient in a kind,
gentle, and friendly manner X
4. Responds in a therapeutic manner
to patient’s behavior X
5. Recognizes anxiety in patient
and takes appropriate action X
6. Gives explanation and verbal 
reassurance when needed X
7. Offers companionship to 
patient without becoming involved
in a nontherapeutic way X
8. Considers patient as a
member of a family and of society X
9. Is alert to patient's
spiritual needs X
10. Identifies individual needs 
expressed through behavior and
initiates actions to meet them X
11. Accepts rejection or ridicule
and continues effort to meet needs X
12. Communicates belief in the
worth and dignity of man X
13. Utilizes healthy aspects of
patient's personality X
14. Creates an atmosphere of mutual 
trust, acceptance, and respect, 
rather than showing concern for
power, prestige, and authority X
15. Is well informed about current 
events and common interests that
can be shared with patient X
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SIGNIFICANTLY
ADN BSN NEITHER
16. Chooses appropriate topics 
for conversation X
17. Offers purposeful experiences
and activities that will help the 
patient to participate and 
communicate with others X
18. Conducts self with same
professional demeanor when caring 
for an unconscious or nonoriented 
patient as when caring for a 
conscious patient X
The retrospective evaluations of the clinical 
competencies of the ADN and BSN graduates by the head nurses 
showed no statistically significant differences for Items 
11, 17, and 18.
Hypothesis 1
The clinical performance evaluations by the head nurses 
will show statistically significant differences in the 
clinical competency ratings of the sample of beginning 
ADN and BSN graduates when the evaluatees are meeting 
the psychosocial needs of individual patients.
Non-directional Hypothesis 1 was accepted at 2 < .001. As
Table 13, indicates the head nurses, using the Slater
Nursing Competencies Rating Scale, retrospectively rated the
BSN graduates as displaying greater clinical competencies
than the ADN graduates when meeting the psychosocial needs
of individual patients, t (231) = 3.47, 2 < .001.
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TABLE 13
Psychosocial: Individual
Mean and t-value
N M t-value
ADN 90 3.2
3.47*
BSN 143 3.5
*p = < .001
PSYCHOSOCIAL: GROUP
Actions directed toward meeting psychosocial needs of 
patients as members of a group
SIGNIFICANTLY 
ADN BSN NEITHER
19. Conveys warmth and interest
in group situations with patients X
20. Helps groups of patients 
accept necessary limits to
freedom X
21. Encourages patients to 
participate in planning their own
group living experiences X
22. Delegates responsibility to 
patients according to their 
capabilities X
23. Proposes activities
appropriate to their capabilities X
24. Changes activities to meet 
priority needs in group, even 
though it would be easier to 
continue with activity already
begun X
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SIGNIFICANTLY
ADN BSN NEITHER
25. Structures activities for
the purpose of helping patients 
vent their emotions in a socially
acceptable way X
26. Participates in group 
activities without dominating the
situations X
27. Gives praise and recognition 
for achievement according to 
individual's needs and with
respect for others in the group X
28. Conducts activities with 
enthusiasm and without emphasizing 
individual competition X
29. Converses with patient during
group activities X
30. Shares time with all patients
in group X
31. Guides group discussion when
this is desirable X
The retrospective evaluations of the clinical 
competencies of the ADN and BSN graduates by the head nurses 
showed no statistically significant differences for Items 
19, 20, 24, 25, 26, and 29.
Hypothesis 2.
The clinical performance evaluations by the head nurses 
will show significant differences in the clinical 
competency ratings of the sample of beginning ADN and 
BSN graduates when the evaluatees are meeting the 
psychosocial needs of groups of patients.
Non-directional hypothesis 2 was accepted at £ < .002.
Table 14 summarizes the data that the head nurses, using
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the Slater Nursing Competencies Rating Scale, 
retrospectively evaluated the BSN graduates as displaying 
greater clinical competencies than the ADN graduates when 
meeting the psychosocial needs of groups of patients, 
t (174) = 3.14, £ < .002.
TABLE 14
Psychosocial: Group 
Mean and t-value
N M t-value
ADN 68 3.1
3.14*
BSN 108 3.4
*p = < .002
PHYSICAL
Action directed toward meeting physical needs of 
patients
SIGNIFICANTLY 
ADN BSN NEITHER
32. Adapts nursing procedures to 
meet needs of individual patients
for daily hygiene and treatment X
33. Attends to daily hygienic 
needs for cleanliness and
acceptable appearance X
34. Utilizes nursing procedures
as media for communication and
interaction with patients X
35. Identifies physical
symptoms and physical changes X
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SIGNIFICANTLY
ADN BSN NEITHER
36. Recognizes physical distress 
and acts to provide relief for
the patient X
37. Encourages patient to observe
rest and exercise X
38. Encourages patient to take diet X
39. Recognizes and reports 
behavioral and physiologic changes 
that are due to drugs
40. Adjusts expectations of 
patient's behavior according to 
the effect the drug has on the 
patient
41. Demonstrates understanding of 
both medical and surgical sepsis
42. Recognizes hazards to patient 
safety and takes appropriate 
action to maintain a safe 
environment and to give patient 
feeling of being safe
43. Carries out safety 
measures developed to prevent 
patients from harming themselves 
or others
44. Carries out established 
technique for safe administration 
of medication and parenteral
fluids X
The retrospective evaluations of the clinical 
competencies of the ADN and BSN graduates by the head nurses 
showed no statistically significant differences for seven of 
the criteria items of the Psychosocial ratings.
X
X
X
X
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Hypothesis 3.
The clinical performance evaluations by the head nurses 
will show statistically significant differences in the 
clinical competency ratings of the sample of beginning 
ADN and BSN graduates when the evaluatees are meeting 
the physical needs of patients.
Non-directional Hypothesis 3 was accepted at £ < .012.
Table 15 summarizes the data that the head nurses, using the 
Slater Nursing Competencies Rating Scale, retrospectively 
evaluated the BSN graduates as displaying greater clinical 
competencies than the ADN graduates when meeting the 
physical needs of patients, t (231) = 2.52, £ < .012.
TABLE 15
Physical 
Mean and t-value
N M t-value
ADN 90 3.3
BSN 143 3.6
2.52*
*p = < .012
GENERAL
Actions that may be directed toward meeting either
psychosocial or physical needs of patients, 
or both at the same time
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SIGNIFICANTLY
ADN BSN NEITHER
45. Utilizes patient teaching 
opportunities X
46. Involves patient and family
in planning for care and treatment X
47. Protects sensitivities of
patients X
48. Encourages patient to accept 
dependence/independence as
appropriate to his condition X
49. Utilizes resources within
the milieu to provide patient with 
opportunities for problem solving X
50. Allows patient freedom of choice
in details of daily living whenever
possible and within patient’s
ability to make choice X
51. Encourages patient to take part
in activities of daily living that
will stimulate his potential for
positive growth X
52. Adapts activities to physical
and mental abilities of patient X
53* Adapts nursing care to patient’s
level and pace of development X
54. Provides for diversional and
treatment activities appropriate
to patient's capabilities and
needs X
55. Allows for slow or unskilled 
performance without showing
annoyance or impatience X
56. Establishes nursing care goals 
within the framework of the
therapist's plan of care X
57. Adapts to and works with varied 
approaches to treatment X
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SIGNIFICANTLY
ADN BSN NEITHER
58. Relates to patient within
framework of the therapeutic plan X
59. Carries out watchfulness in an 
unobtrustive manner X
60. Responds appropriately to 
emergency situations X
The retrospective evaluations of the clinical 
competencies of the ADN and BSN graduates by the head nurses 
showed no statistically significant differences for Items 55 
and 60.
Hypothesis 4.
The clinical performance evaluations by the head nurses 
will show statistically significant differences in the 
clinical competency ratings of the sample of beginning 
ADN and BSN graduates when the evaluatees are meeting 
general needs of patients.
Non-directional Hypothesis 4 was accepted at £ < .001. The
head nurses, using the Slater Nursing Competencies Rating
Scale, retrospectively evaluated the BSN graduates as
displaying greater clinical competencies than the ADN
graduates when meeting the general (either psychosocial or
physical) needs of patients, t (231) 3.64, £ < .001. These
data are summarized in Table 16.
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TABLE 16
General 
Mean and t-value
N M t-value
ADN 90 3.2
3.64*
BSN 143 3.5
*p = < .001
COMMUNICATION
Communication on behalf of patients
SIGNIFICANTLY 
ADN BSN NEITHER
61. Communicates ideas, facts, 
feelings, and concepts clearly in
speech X
62. Communicates ideas, facts, 
feelings and concepts clearly in
writing X
63. Establishes a well-developed
nursing care plan X
64. Gives accurate reports, verbal
and written, of patient's behavior, 
including behavior that involved 
interaction with self X
65. Participates freely in ward 
patient-care conferences X
66. Communicates effectively and
establishes good relationships with 
other disciplines X
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SIGNIFICANTLY
ADN BSN NEITHER
67. Attends to patient's needs
through use of referrals, both to
departments in the hospital agency
and to other community agencies X
The retrospective evaluations of the clinical 
competencies of the ADN and BSN graduates by the head nurses 
showed no statistically significant differences for Item 62.
Hypothesis 5.
The clinical performance evaluations by the head nurses 
will show statistically significant differences in the 
clinical competency ratings of the sample of beginning 
ADN and BSN graduates when the evaluatees are 
communicating on behalf of the patients.
Non-directional hypothesis 5 was accepted at £ < .001.
Table 17 summarizes the data that the head nurses, using the
Slater Nursing Competencies Rating Scale, retrospectively
evaluated the BSN graduates as displaying greater clinical
competencies than the ADN graduates when communicating on
behalf of patients, t (231) = 3.23, £ < .001.
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TABLE 17
Communication 
Mean and t-value
N M t-value
ADN 90 3.2
3.23*
BSN 143 3.5
»p = < .001
PROFESSIONAL IMPLICATIONS
Actions directed toward fulfilling responsibilities of 
a nurse in all faceets and varieties of patient-care 
situations.
SIGNIFICANTLY 
ADN BSN NEITHER
68. Is self-directing: takes
initiative and goes ahead on own X
69. Makes decisions willingly and 
appropriately X
70. Makes decisions that reflect 
both knowledge of facts and
good judgment X
71. Gives verbal evidence of good 
insight into deeper problems and
needs of patients X
72. Contributes as nurse member of
health team to planning and
evaluating care X
73. Spends time with patients,
rather than with other nurses
or hospital personnel X
74. Reliable: follows through with 
responsibilities X
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SIGNIFICANTLY
ADN BSN NEITHER
75. Stays with assigned patients,
or knows where and how they are X
76. Impresses others with sincerity
of interest and nursing effort X
77. Gives continued interest and 
encouragement to various-level 
programs, whether directed to care of
patients of her immediate
concern or institution-wide
programs X
78. Participates in staff meetings X
79. Avails self of opportunities
for learning X
80. Is a good follower (helpful,
cooperative) X
81. Is a good leader (constructive) X
82. Is helpful to ward personnel X
83. Cooperates with ward routines
and hospital regulations X
84. Accepts authority situations
with understanding X
The retrospective evaluations of the clinical 
competencies of the ADN and BSN graduates by the head nurses 
showed no statistically significant differences for Items 
75, 80, 82, 83, and 84.
Hypothesis 6.
The clinical performance evaluations by the head nurses 
will show statistically significant differences in the 
clinical competency ratings of the sample of beginning 
ADN and BSN graduates when the evaluatees are 
fulfilling professional implications (responsibilities) 
in all facets and varieties of patient-care situations. 
Non-directional Hypothesis 6 was accepted at £ < .002.
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Table 18 summarizes the data that the head nurses, using the 
Slater Nursing Competencies Rating Seale, retrospectively 
evaluated the BSN graduates as displaying greater clinical 
competencies than the ADN graduates when fulfilling the 
professional implications (responsibilities) in all facets
and 
£ <
varieties
.002.
of patient-care situations, t (231) = 3.16,
TABLE 18
Professional Implications 
Mean and t-value
N M t-value
ADN 90 3.2
3.16*
BSN 143 3.5
*p = < .002
Hypothesis 7
The clinical performance evaluations by the head nurses 
will show statistically significant differences in the 
overall clinical competency ratings of the sample of 
beginning ADN and BSN graduates.
Non-directional Hypothesis 7 was accepted at £ < .001.
Table 19 summarizes the data that the head nurses, using the
Slater Nursing Competencies Rating Scale, retrospectively
evaluated the BSN graduates’ overall clinical competencies
as greater than the ADN graduates’ clinical competencies,
t (231) = 3.51, £ < .001.
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TABLE 19
Overall Clinical Competency 
Mean and t-value
N M t-value
ADN 90 3.2
3.51*
BSN 143 3.5
*p = < .001
Based on the results of the present research, the BSN 
graduates’ clinical performance was evaluated as better than 
the ADN graduates' performance within the first three to 
twelve months after initial licensure. The new graduates 
were working full-time in Colorado hospitals. Also, the 
results revealed the similarities and differencies in the 
competency ratings of ADN and BSN graduates in:
1. fulfilling the psychosocial needs of individual 
patients;
2. fulfilling the psychosocial needs of patients as 
members of a group;
3. fulfilling the physical needs of patients;
4. fulfilling either psychosocial or physical needs of 
patients or both at the same time;
5. communicating with other health team members on 
behalf of the patients;
6. fulfilling professional responsibilities of a nurse 
in care given to patients which reflects initiative 
and responsibility indicative of professional 
expectations.
CHAPTER V
ANALYSIS OF FINDINGS, DISCUSSION, CONCLUSIONS AND
RECOMMENDATIONS
This chapter presents the analysis of findings, 
discussion, and conclusions. Also included are limitations 
of the study and recommendations and suggestions for future 
research.
The purpose of this study was to determine whether there 
was a difference in the clinical competency of the recent 
ADN and BSN graduates within three to 12 months after 
receiving initial nurse licensure. The graduates, who had 
been working full-time in Colorado hospitals, were rated 
retrospectively by their immediate supervisor (i.e., head 
nurse, supervisor or director of nurses) who used the Slater 
Nursing Competencies Rating Scale (Wandelt & Stewart, 1975) 
and Cue Sheet (Appendices A and B ) .
Based on the results of the present research, the BSN 
graduates' clinical performance was evaluted as 
significantly better than the ADN graduates' performance 
within the first three to twelve months on all 6 subsections 
of the Slater Rating Scale:
1. fulfilling the psychosocial needs of individual 
patients;
2. fulfilling the psychosocial needs of patients as 
members of a group;
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3. fulfilling the physical needs of patients;
4. fulfilling either psychosocial or physical needs of 
patients or both at the same time;
5. communicating with other health team members on 
behalf of the patients;
6. fulfilling professional responsibilities of a nurse 
in care given to patients which reflects initiative 
and responsibility indicative of professional 
expectations.
Analysis of Findings
This study supports the research of Reichow and Scott 
(1976) who had found BSN graduates' clinical competency was 
higher than ADN graduates. Support was not evident for 
Brief's study (1977) which concluded that graduates of all 
types of nursing education programs perform their jobs at 
similiar levels of competency. However, the point must be 
made that the subjects of Brief's research had more clinical 
experience before being evaluated than the subjects in the 
present research being reported. Research which evaluated 3 
to 12 months after initial licensure was not found in the 
literature. The need for such research is clearly indicated 
since most nurse evaluators perform frequent evaluations of 
their staff at 6 weeks, 3 months, 6 months, and yearly 
thereafter. Also, 3 to 12 months would be a time when 
education would be stronger than experience in determining 
clinical performance.
One area on which the raters had difficulty completing 
the required number of items was the Psychosocial: Group
subsection. For example, on Item 45 under Psychosocial:
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Group, evaluations of only 33 ADN and 49 BSN graduates were 
completed. Because of the assignment area, new graduates 
may not have an opportunity to perform certain activities. 
For example, in the nursery and ICU the new graduates would 
not have had the opportunity to participate in group 
psychosocial activities.
The next section will consider the implicaions of the 
ADN and BSN differences according to each of the 6 
subsections of the Slater Scale.
Psychosocial: Individual Subsection
For 15 of the 18 items under Psychosocial: Individual on 
which the BSN graduates were evaluated higher than the ADN 
graduates were psychosocial activities entailing a greater 
depth of education in psychiatric nursing (Appendix I). 
Because of the intensive emphasis on psychiatric nursing in
the BSN programs, the expectation would be that the BSN
graduates would out-perform the ADN graduates in all aspects 
of psychosocial interactions. The cues given under 
Psychological: Individual relate more to the BSN graduates
educational emphasis in psychiatric nursing. The higher 
ratings of BSN graduates on items under Psychosocial: 
Individual could be related to closer observations by the 
evaluators or higher expectations for the graduates.
The items under Psychosocial: Individual which did not
obtain significance between the ADN and BSN graduates were:
11. Accepts rejection or ridicule and continues effort 
to meet needs;
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17. Offers purposeful experiences and activities that 
will help the patient to participate and 
communicate with others; and
18. Conducts self with same professional demeanor when 
caring for an unconscious or nonoriented patient as 
when caring for a conscious patient.
A reason for the non-significance may relate to these
questions evaluating basic human caring and nurturing skills
which are independent of any particular degree program.
Also, one needs to examine the NLN's Characteristics of
Baccalaureate Education in Nursing (1974) to discern the
reason for the non-significance of these items.
Psychosocial: Group Subsection
For 7 of the 13 items under Psychosocial: Group on
which the BSN graduates (Appendix I) were evaluated higher 
than the ADN graduates concerned psychosocial activities 
entailing a greater depth of understanding of psychiatric 
nursing, strong encouragement of patient participation, and 
management abilities. These items were:
21. Encourages patients to participate in planning 
their own group living experiences;
22. Delegates responsibility to patients according to 
their capabilities;
23. Proposes activities appropriate to interests and 
needs of various patients within group;
27. Gives praise and recognition for achievement 
according to individual's needs and with respect 
for others in the group;
28. Conducts activities with enthusiasm and without 
emphasizing individual competition;
30. Shares time with all patients in group; and
31. Guides group discussion when this is desirable.
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Also, it is possible that these activities would require 
more leadership abilities than the ADN graduates might be 
expected to display. For example, the new BSN graduates 
would be able to assess the patients' capabilities and 
delegate responsibility to patients accordingly. Also, the 
students have many opportunities to practice leadership 
during their BSN programs.
One might question if the difference between the ADN and 
BSN graduates on these items were related to the reduced 
number (68 ADN and 108 BSN) graduates for which data were 
available (Table 14). Statistically the difference in 
reduced numbers of associate degree and baccalaureate degree 
nurses being evaluated is not significant. The difference 
in numbers can be partially explained by an example. If a 
nurse was working in the newborn nursery, her superior would 
not have an opportunity to observe her participating in 
activities directed toward meeting psychosocial needs of 
patients as members of a group. Thus, fewer graduates would 
have an opportunity to be observed performing group 
psychosocial activities.
The items under Psychosocial: Group which did not
reveal significance between the ADN and BSN graduates were:
19. Conveys warmth and interest in group situations 
with patients;
20. Helps groups of patients accept necessary limits to 
freedom;
24. Changes activities to meet priority needs in group, 
even though it would be easier to continue with 
activity already begun;
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25. Structures activities for the purpose of helping 
patients vent their emotions in a socially 
acceptable way;
26. Participates in group activities .without dominating 
the situation; and
29. Converses with patients during group activities.
The items appear to measure basic care and nurturing skills. 
The lack of statistically significant differences between 
the ADN and BSN graduate on the above items is surprising. 
Because the AD nurses are older (Table 7), have had more 
family and living experiences to draw from, and have had 
more previous experience in the medical field (Table 8), one 
would expect the ADN graduates to perform statistically 
better based on cues given. This lack of statistically 
significant differences could not be attributed to 
assignments in psychiatric nursing because only six AD 
nurses and five BS nurses were assigned to psychiatric 
units. No support is given to the results of Gips research 
(1959), Oshin's survey (1964) for RN magazine, and Wilson et 
al. research (1977) which found that AD nurses received 
higher ratings on psychosocial functions.
Physical Subsection
The six items of the Physical subsection on which the 
BSN graduates were rated higher were:
35. Identifies physical symptoms and physical changes;
36. Recognizes physical distress and acts to provide 
relief for the patient;
39. Recognizes and reports behavioral and physiologic 
changes that are due to drugs;
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40. Adjusts expectations of patient's behavior 
according to the effect the drug has on the 
patient;
41. Demonstrates understanding of both medical and 
surgical sepsis; and
43, Carries out safety measures developed to prevent 
patient from harming themselves or others;
These six items were objectives that would have entailed
synthesization of information. This is an objective of
baccalaureate education in nursing (NLN, Characteristics of
Baccalaureate Education in Nursing, 1974). For example, the
BSN graduates would not only give a medication but they also
would be expected to know of possible therapeutic and side
effects and to observe for them. Also, they would be
cognizant of nursing implications related to administration
of medications.
The associate degree nurses might have improved in the 
care they gave and have been well on their way to erasing 
the differences in clinical performance between the two 
educational groups by the time the 12 month period of 
full-time employment was completed. Equal numbers of the 
samples of AD and BS nurses had comparable months of work 
experience within the three to twelve month period (Table 
8).
The items under Physical which did not obtain 
significance between the ADN and BSN graduates were:
32. Adapts nursing procedures to meet needs of
indivdual patients for daily hygiene and for 
treatment;
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34. Utilizes nursing procedures as media for
communication and interaction with patients;
37. Encourages patient to observe adequate rest and 
exercise;
38. Encourages patient to take adequate diet;
42. Recognizes hazards to patient safety and takes
appropriate action to maintain a safe environment 
and to give patient feeling of being safe; and
44. Carries out established technique for safe
administration of medications and parenteral 
fluids.
The results on the seven items above which showed no 
statistically significant differences in clinical 
performance between the AD and BS nurses does not support 
Cicatiello's findings (1974) who found AD nurses' clinical 
expertise less than satisfactory but does support Oshin's 
(1964), Gips (1959) and Wilson et al. results (1977), that 
ADN graduates' clinical perfomance was very satisfactory. 
Brandt et al. (1967) found that the clinical performance of 
BSN graduates was ranked fourth of five school objectives by 
their supervisors. Reichow and Scott's research (1976) 
indicated that within six months to two years after 
licensure, new graduates of the three nursing programs, AD, 
BS, and Diploma, were equal in their ability to perform in 
hospital settings. Reichow and Scott (1976), Brief (1977), 
and DiMarco and Hillard (1978) found no significant 
difference between the clinical competency of the ADN and 
BSN graduates. The results on the above seven items which 
showed no statistically significant differences were basic 
care and nurturing skills.
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Because the AD nurses in the sample population had had 
more previous experience (,15%) as compared to BS nurses 
(40%), one would expect higher clinical ratings for the AD 
nurses on the above Physical items (Table 8). The 
possibility can not be overlooked that age and life 
experience might have made a difference to the AD nurses1 
clinical competency ratings on the seven Physical items.
Also, in the baccalaureate nursing programs, less 
emphasis is placed on physical care as knowing what to 
delegate and to whom. However, there was no statistically 
significant difference between the ADN and BSN graduates 
when they carried out the technical procedures of giving 
medications and parenteral fluids correctly and safely but 
they were rated below the BS nurses in recognizing and 
preventing side effects of medications. This would require 
a person who can think in depth and who can think 
critically, which are two objectives of the baccalaureate 
nursing programs. The ability of the BSN graduates to think 
critically and in depth is possibly related to the advanced 
courses in science: chemistry, biology, anatomy and
physiology, and pharmacology, which they are required to 
take. Nutrition, writing and English courses and management 
classes also might assist the BSN graduates to think 
critically.
General Subsection
For 14 of the 16 items under General on which the BSN 
graduates were evaluated higher than the ADN graduates were
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areas concerned with teaching, utilizing resources within 
the milieu to provide the patients with opportunities for 
problem solving, and establishing patient care goals. These 
items were:
45. Utilizes patient teaching opportunties;
46. Involves patient and family in planning for care 
and treatment;
47. Protects sensitivities of patient;
48. Encourages patient to accept 
dependence/independence as appropriate to his 
condition;
49. Utilizes resources within the milieu to provide 
patient with opportunities for problem solving;
50. Allows patient freedom of choice in details of 
daily living whenever possible and within patient's 
ability to make choice;
51. Encourages patient to take part in activities of 
daily living that will stimulate his potential for 
positive growth;
52. Adapts activities to physical and mental abilities 
of patient;
53. Adapts nursing care to patient's level and pace of 
development;
54. Provides for diversional and treatment activities
appropriate to patient's capabilities and needs;
56. Establishes nursing care goals within the framework
of the therapist's plan of care;
57. Adapts to and works with varied approaches to 
treatment;
58. Relates to patient within the framework of the 
therapeutic plan; and
59. Carries out watchfulness in an unobtrusive manner.
These are activities on which great emphasis is placed in 
the BS nursing programs but only to a much lesser degree in
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the AD nursing programs. The items under General were 
actions that may be directed toward meeting either 
psychosocial or physical needs of patients, or both at the 
same time.
The items under General which did not obtain 
significance between the ADN and BSN graduates were:
55. Allows for slow or unskilled performance without 
showing annoyance or impatience; and
60. Responds appropriately to emergency situations; 
which were basic care or nurturing skills. However, there 
was no statistically significant differences on 7 out of 13 
items on Physical (Appendix H). These items also were 
concerned with activities of basic care and nurturing 
skills. Since the General subsection includes both 
psychosocial and physical needs, the expectation would be 
that the BS nurses would have performed significantly 
different on all the items. For example, there was no 
statistically significant difference between the AD and BS 
nurses when responding appropriately to emergency 
situations. Yet, under Physical, the BS nurses were 
evaluated as performing better than AD nurses when 
identifying physical symptoms and physical changes and 
recognizing physical distress and acting to provide relief 
for the patient.
One might ask, "Why the discrepancies?" A possible 
explanation might be the specificity of the examples given 
in the Cue Sheet (Appendix B). The cues: identifies
physical symptoms and physical changes; and recognizes
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physical distress and acts to provide relief for the 
patient; are related to very specific observations and 
actions. Under the General subsection, the cue 'responds 
appropriately to emergency situations' is related to common 
sense. Recognizing an emergency is one thing but to 
critically think through the proper actions in an emergency 
situation is quite another matter. According to the NLN's 
Characteristics of Baccalaureate Education in Nursing 
(1974), critical thinking is a characteristic sought for in 
BSN graduates. Based on the above information, education 
appears to make a difference in clinical performance, at 
least during the period of initial employment.
Communication Subsection
Six of the 7 items under Communication on which the BSN 
graduates were evaluated higher than the ADN graduates were 
areas concerned with leadership and with using referrals. 
These were:
61. Communicates ideas, facts, feelings, and concepts 
clearly in speech;
63. Establishes a well-developed nursing care plan;
64. Gives accurate reports, verbal and written, of 
patient’s behavior, including behavior that 
involved interaction with self;
65. Participates freely in ward patient-care 
conferences;
66. Communicates effectively and establishes good 
relationships with other disciplines; and
67. Attends to patient's needs through use of referals, 
both to departments in the hospital as agency and 
to other community agencies.
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However, Brandt et al. (1967) found that supervisors ranked 
initiation of referrals to health agencies or services in 
the bottom 10 of 52 school of nursing objectives for BS 
nurses. The higher BSN evaluations on the activity of 
making referrals could be associated with the BSN graduates 
recent association with school of nursing objectives which 
included making referrals.
The retrospective evaluations of the clinical competency 
of the ADN and BSN graduates showed no statistically 
significant differences on one of seven items under 
Communication. This item was 62; communicates ideas, facts, 
feelings, and concepts clearly in writing (Appendix H).
The non-significance between ADN and BSN graduates does 
not seem to be supported by Wilson et al. results (1977); 
they found that communications was an area of strength for 
AD nurse graduates who had worked one to three years. Also, 
Brandt et al. (1967) found that communications was an area 
of weakness for BS nurses who had worked six months to one 
and one-half years. It does seem to support DiMarco and 
Hillard (1973) and Brief's (1977) research results which 
found no differences between AD nurses and BS nurses in 
communication at six weeks and one and one-half years after 
initial licensure. Attention may be drawn to the fact that 
the results of evaluations in the literature were based on 
graduate nurses with clinical experience longer than a year. 
The additional experience is seen as a main reason for so 
little difference in communication for the ADN and BSN
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graduates who have been working a year. The educational 
advantage of the BSN graduates within the first year of 
practice seems to decrease with experience. The items under 
Communication on which the BSN graduates were rated as 
performing better were skills that could be contributed to 
the additional communication courses and writing assignments 
that BSN graduates were required to complete as students.
Professional Implications
The Professional Implications subsection evauated 17
responsibilities of a nurse in all facets and varieties of
patient-care situations. The 12 items under Professional 
Implications on which the BSN graduates were evaluated 
higher than the ADN graduates involved areas concerned with 
leadership and management skills. These items were:
68. Is self-directing: takes initiative and goes ahead 
on own;
69. Makes decisions willingly and appropriately;
70. Makes decisions that reflect both knowledge of 
facts and good judgment;
71. Gives verbal evidence of good insight into deeper
problems and needs of patients;
72. Contributes as nurse member of health team to 
planning and evaluating care;
73. Spends time with patients, rather than with other 
nurses or hospital personnel;
74. Reliable: follows through with responsibilities;
76. Impresses others with sincerity of interest and 
nursing effort;
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77. Gives continued interest and encouragement to 
various-level programs, whether directed to care of 
patients of her immediate concern or 
institution-wide programs;
78. Participates in staff meetings;
79. Avails self of opportunities for learning; and
81. Is a good leader (constructive).
The requirements of BS nursing education programs could have 
been expected to make a difference in their performance.
The requirements, as outlined in Chapter II, include 
assessing, planning, implementing, and evaluating nursing 
care in concert with clients - individuals, families, and 
communities; utilizing theoretical and empirical knowledge 
from the physical and behavioral sciences and the humanities 
and utilizing decision-making theories in determining care 
plans, designs, or interventions for achieving comprehensive 
nursing goals. Utilizing and testing nursing interventions 
as hypotheses and evaluating the results are also 
characteristics of the BSN graduates. The BS nurse 
graduates accept individual responsibility and 
accountability for nursing interventions and their results, 
use nursing practice as a means of gathering data for 
refining and extending nursing science, and share in the 
responsibility for the health and welfare of all people.
The graduates of baccalaureate programs of nursing are 
prepared to assist in implementing change to improve 
delivery of health care and to understand present and 
emerging roles of the professional nurse (NLN,
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Characteristics of Baccalaureate Education in Nursing,
1974).
The items under Professional Implications which did not 
obtain significance between ADN and BSN graduates were:
75. Stays with assigned patients, 
how they are;
or knows where and
•
oCO Is a good follower (helpful, cooperative);
•
CM
CO Is helpful to ward personnel;
83. Cooperates with ward routines 
regulations; and
and hospital
CO 4= • Accepts authority situations with understanding.
These items cover qualities of a follower. Because there 
was no significant differences between ADN and BSN 
graduates, an either/or distinction can not be made. These 
results for the ADN graduates are not surprising because, 
according to Montag (1964), AD nurses are considered team 
members (followers) and BS nurses are considered team 
leaders. The results lend some support to Brief's research 
findings (1977) that BS nurses received a higher clinical 
performance rating on Professional Implications. A number 
of the items on which the BSN graduates performed higher 
seem to be more specific for the BS nurses because they have 
to do with problem solving and critical thinking which are 
specific characteristics sought for BS nurses. Some 
examples are: "is self-directing: takes initiative and goes
ahead on own;" "makes decisions willingly and 
appropriately;" and "makes decisions that reflect both 
knowledge of facts and good judgment." Other items on which
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the BSN nurses excelled are: "gives verbal evidence of good
insight into deeper problems and needs of patients;" 
"contributes as a nurse member of health team to planning 
and evaluating are;" and "is reliable: follows through with
responsibilities." It also interesting to note that there 
was no difference between ADN and BSN graduates on the item, 
"Stays with assigned patients, or knows where and how they 
are," however, on the item, "Spends time with patients, 
rather than with other nurses or hospital personnel," the 
BSN graduates were rated highest.
Analysis of Demographic Information
Evaluator and evaluatee variables were analyzed to 
ascertain if these variables influenced the results of 
clinical evaluations of new ADN and BSN graduates.
Additional statistical analysis, ANOVA, which was 
performed on the raters' demographic variables; position, 
time in present position, educational level of rater, age,, 
and sex revealed mixed responses (Appendix J). Position and 
educational level did not affect how the raters evaluated 
the new graduates. These evidently unbiased ratings might 
have been influenced by the Cue Sheet which gave such 
explicit examples that the evaluators were able to rate 
actual professional performance of the new nurses with 
minimal interference from personality and other extraneous 
factors.
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Time of the evaluators in their present position was not 
significant for subsections Psychosocial: Individual, 
Communication, and Professional Implications. One 
explanation might be that less emphasis was placed on these 
three subsections or that the head nurses did not observe as 
closely for these three categories. The evaluators with the 
least time in their present position, one year or less, 
rated the new nurses highest on the subsections, 
Psychosocial: Group, Physical, and General. This might be
explained by the fact that the evaluators had so recently 
been staff nurses that they were more understanding of 
nursing care required and given. Also, the higher ratings 
on these three subsections might be contributed to a "halo 
effect." The new head nurses might have been unfamiliar 
with the expectations of their new position so they rated 
the new nurse graduates high.
The raters who had worked 25-60 months in their present 
position rated the new graduates the lowest (Appendix J). 
Could this be related to the fact that the raters had become 
more secure in their positions, or were the evaluaters 
threatened by the new nurse graduates? Perhaps the head 
nurses who had worked 25-60 months in their present position 
were perfectionists and had high expectations which were 
more difficult to meet. Another factor could be that the 
more experienced raters had an opportunity to observe a 
broader sample population over the years.
141
The age of the raters appeared to have some effect on 
all subsections except Communication and Professional 
Implications. The raters, age 20-29, rated the new 
graduates the highest. This information supports the 
results that the raters who were in their position less than 
a year, rated the new graduates highest. Those raters, age 
30-39, rated the new nurses the lowest. This information 
supports the results that the raters, who were in their 
present position 25-60 months, rated the new graduates 
lowest. This could be related to the raters higher 
expectations and/or the nurses used as models were older 
experienced nurses. Regardless of the specific reasons, 
both age and months in present position of the raters seems 
to influence the evaluatees* ratings with the younger and 
less experienced head nurses rating graduates higher than 
the older and more experience head nurses.
On three of the subsections, Psychosocial: Individual, 
Communication, and Professional Implications, the sex of the 
rater did not appear to influence how the new graduates were 
rated (Appendix J). On the other three subsections: 
Psychosocial: Group, Physical, and General, the male 
evaluators rated the new nurses higher than the female 
evaluators. Because of the large difference in number of 
male and female raters, the higher ratings may not be 
significant.
Fourteen variables were analyzed to determine the 
influence of the variables on the clinical performance of
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the evaluatees. Additional statistical analysis, ANOVA, 
performed on age, marital status, first job, shift working, 
written job description, distance traveled, and size of 
institution of the ratees did not reveal significant effects 
on the evaluation of graduates (Appendix J). In relation 
to the 9 variables listed above, concern has often been 
expressed by nurses assigned to evening and night shifts 
that they are not fairly evaluated because they are not 
observed by the head nurse while giving patient care. This 
situation could be changing as head nurses are made part of 
management and they are responsible for 24 hour nursing care 
on their units. With the increased authority comes 
increased responsibility so head nurses tend to be rotating 
to all three shifts in order to ascertain the quality of 
nursing care given.
The theory that distance traveled to work would effect 
the way nurses perform was not substantiated by this 
research. The nurses who traveled long distances might be 
considered as more dedicated; but other reasons might be 
that no jobs were available closer to home; or that they 
preferred jobs further from home. On two Slater 
subsections, General and Professional Implications, however, 
the nurses who traveled less than two miles were evaluated 
highest and those who traveled over 6 miles one way were 
evaluated lowest.
The size of the hospital could have affected the results 
of the clinical performance evaluations of its employees.
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The nurses who worked at small hospitals have to perform a 
greater variety of tasks than nurses in larger hopitals who 
work mainly on specialized units. At the same time, the 
nurses in small hospitals would be more closely observed 
than nurses in larger hospitals so one would expect a 
difference in how the new nurse graduates were evaluated. 
This did not prove to be the case in this research; the 
effects of the size of hospital on clinical performance was 
not statistically significant.
Certain expectations regarding the evaluatees were not 
proved significant. One might anticipate that the age of 
the evaluatee might make a difference in their evaluations 
but this was not the case.
Other variables including term of exerience, position of 
evaluatee and assignment, did make a significant difference 
in how the ratees were evaluated. New graduates working 
nine months were evaluated the highest. One would wonder 
if, at nine months, the educational gap between ADN and BSN 
graduates was slowly closing. Previous research suggests 
that at 12 months there is no difference in clinical 
performance between ADN and BSN graduates (DiMarco et al., 
1978). Could the closing of the educational gap between the 
two groups be related to the fact that ADN graduates had 
more previous medical experience and this previous medical 
experience became more significant after nine months while 
educational influence was decreasing? Also, new graduates 
working four months were rated the lowest. The review of
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the literature reveals the fact that first evaluations are 
usually performed at three months. Generalizing from 
evaluations of 3 to 4 months as conducted in this study, the 
low ratings are to be expected.
The small group of new graduates assigned to charge 
nurse positions (ADN = 6; BSN = 7) or to assistant 
supervisory positions (ADN = 1; BSN = 3) were rated the 
highest (Appendix J). In prder for the new nurses to be 
selected for these positions, the new graduates had probably 
been evaluated, at least informally, by their supervisors as 
having high potential. In some hospitals, however, anyone 
who desires to be in charge is rotated through that 
position. This could mean every nurse on the unit would 
have a chance to be assigned as charge nurse. Where this is 
true, this selective process would not apply.
The number of days of orientation appeared to make a 
difference in how the evaluatees were evaluated, but, 
because the data related to the influence of number of days 
of orientation on the clinical performance revealed 
conflicting results, the results are probably an artifact of 
the data. For example, graduates with either 14 or 56 days 
of orientation were evaluated equally high. Those receiving 
21 to 30 days of orientation were rated equally low.
Findings related to previous medical experience were 
mixed. An interesting fact that emerged was that new 
graduates with experience as nurses aides or unit 
secretaries (ADN = 37%; BSN = 31%) tended to be rated above
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the average. This might be attributed to the fact that the 
nurses aides and unit secretaries were familiar with medical 
terminology but did not come to the nursing program with 
preconceived ideas. Orderlies, with education similar to 
licensed practical nurses, and licensed practical nurses 
(ADN = 31%; BSN = 5%) tended to be rated lower. From 
personal teaching experience, it has been observed that a 
number of orderlies and licensed practical nurses come to 
nursing school with many preconceived ideas. Morever, a 
great majority do not appear to progress past the 
task-oriented stage and consequently are resistant to 
developing skills in critical thinking and problem solving.
There was an equal number of new AD and BS nurses 
planning to pursue higher education (Table 11) and these 
nurses were rated among the highest in the population 
(Appendix J). One possible interpretation from this is that 
individuals pursuing higher education may be the same 
individuals who are looking for professional growth within 
the hospital as well as those volunteering for extra 
assignments and attending inservice training sessions and 
therefore may contribute to a halo effect of general 
characteristics of a good nurse. While only a small 
percentage (Table 11) currently were pursuing higher 
education they were evaluated as performing better as a 
group than those nurses not pursuing higher education.
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Summary of Findings
The purpose of this study was to assess differences in 
the clinical performance of the AD nurses and BS nurses in 
the hospital setting. The BS graduates' clinical 
performance was rated significantly better than the AD 
nurses on all six major subsections of the Slater rating 
scale; however, many individual items were not able to 
differentiate between the two groups. The BS nurses appear 
to have been rated higher for the first 9 months to 1 year 
which appears to be related to the type of education 
completed. However, the fact can not be overlooked that the 
findings are explainable by variables not considered in this 
study as a results of their self-selection into two 
different educational tracts.
Since evaluators of ADN and BSN graduates revealed 
similar profiles for position, time in present position, 
educational level, age, sex, and bed capacity of hospitals, 
these possible extraneous variables do not seem to have 
affected the subsequent ratings. The evaluators (head 
nurses, directors of nurses, and supervisors) consistently 
rated the BS nurse graduates as more skillful and competent 
than the AD nurse graduates in the employment setting on all 
6 subsection scores of the Slater (Appendix J). One reason 
for these better evaluations appears to be related to the 
more extensive educational preparation of the BSN graduates. 
At the same time, previous medically related experience 
could account for the fact that rated differences in the
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clinical performance of ADN and BSN graduates was not 
statistically signficant on certain items of the Slater 
Scale. The difference in means, however, was statistically 
significant and was maintained for all 6 subsections. Given 
the overall statistical significance, what are the practical 
implication of these findings in terms of training, 
education, hiring and evaluation practices?
Even though some of the findings may be considered to be 
controversial, the results of this study has contributed to 
the research regarding the clinical performance of the new 
ADN and BSN graduates. Position and education of raters did 
not appear to influence how the raters evaluated the new 
graduates; while age and length of time in position of 
raters did seem to have an overall affect with younger and 
less experienced head nurses rating graduates higher than 
older and more experienced head nurses.
Nine other variables were analyzed to ascertain the 
effect on the evaluatees' clinical performance. The 
variables: age, marital status, first job, shift working,
distance traveled, days of orientation, and size of 
institution of the ratees, did not appear to be significant. 
On the other hand, such factors as the length of time 
working, staff position, previous medical experience, now 
pursuing higher education, and plans for higher education 
seemed to relate to the positiveness of ratings.
Also, the relatively small difference between the two 
groups could be accounted for by the fact that as the new AD
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nurses approach the end of 12 months experience, their 
clinical performance more nearly parallels the BSN 
graduates. If true, experience could erase the difference 
that education made earlier.
Limitations of the Study
The limitations of this study center around the 
following factors:
1. This study only examined the fourteen ratee and the 
six rater variables listed. Other relevant factors 
may be related to nursing competence that were not 
examined in this study.
2. The results of this study pertain only to those new 
associate degree and baccalaureate degree nurse 
graduates employed full-time in Colorado hospitals; 
thus the results cannot be assumed to apply to 
other regions or to other nursing programs.
3. Each evaluator determined his/her own individual 
frame of reference for rating; thus it is possible 
that a different population of evaluators may 
produce significantly different ratings of the same 
popuplation of nurses.
4. Bias may have been introduced into the ratings made 
by an evaluator if she was an alumnus of the 
program from which the new nurse graduated or if 
the head nurse had hired the new nurse.
5. Only one evaluator rated each evaluatee; thus no 
opportunity was available to check inter-rater 
reliability.
6. Manipulation of the independent variables was not 
possible because the subjects had already assigned 
themselves to groups (ADN and BSN) and selected 
themselves into the groups on the basis of 
characteristics other than those in which the 
investigator was interested.
Nevertheless it is hoped that this research will 
contribute to our knowledge about AD and BS nursing 
performance and it will suggest refinements for further
research.
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Recommendations and Suggestions for Future Research
Previous studies in the comparison of the clinical 
competency of the ADN and BSN graduates are limited. No 
research was found that compared the clinical competency of 
the associate degree and baccalaureate degree nurse within 3 
to 12 months after initial licensure when most of the formal 
evaluations of beginning nurses are made. The present study 
should be replicated with modifications based on suggestions 
for research gathered from the present study. Another 
study, with two or more raters bearing the same relationship 
to the ratees evaluating the same population and comparing 
their ratings, might increase the validity and reliability 
of the results.
Also, the present study only addressed 14 demographic 
variables that could influence the new nurse graduates' 
clinical performance. Another useful study would be to 
determine if AD-BS nursing programs in the 1980s are 
attracting students with different background 
characteristics than was true of students in the 1960s.
It might also be profitable to make a similar study with 
a sample population drawn from a broad geopgraphic area in 
order that generalizations could be made to the general 
population. A similar population might be drawn by a 
random selection from a national pool. The results of this 
study seem to indicate the advisability of replicating the 
research using the Slater Scale at three to twelve months, 
and at three and at five years after initial licensure to
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see if the clinical performace differences between ADN and 
BSN graduates is narrowed or eliminated with experience. 
Also, state board scores and college grade point averages 
should be considered with performance ratings in order to 
evaluate the relationships between academic aptitude and/or 
performance and professional competence.
In related areas, it would appear that one of the most 
critical conflicts currently facing the entire nursing 
profession is the apparent difference between the nurses' 
professional role and responsibilities as perceived by the 
faculties of the nursing schools and reflected in their 
academic requirements and the actual responsibilities the 
graduates encounter upon initial employment. Some sound 
research, perhaps designed on a job analysis model, might 
help to resolve this apparent dilemma to the benefit of both 
the college faculties and the directors of nursing services 
in the hospitals.
Many other types of additional research would appear to 
have potential promise toward the more precise and effective 
evaluation of the clinical competence of nurses. For 
example: what is the impact of certain characteristics of 
the ratee; such as ethnic background, religious beliefs, 
physical and personality characteristics on actual 
professional competence and/or perceived competence as 
reflected in the ratings? Similar studies might help to 
determine the effect of factors related to the rater and 
ratings made on a sample population.
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Also, the increasing scope and emphasis on the health 
sciences appears to have resulted in attracting a 
significant number of males to what has traditionally been a 
female profession. The changing population mix, plus the 
increased emphasis, may well results in changing roles and 
responsibilities which may, in turn, develop needs for 
different approaches to the professional education of 
nurses. If so, appropriate research is, or will be, 
critically needed.
Finally, in order to undertand such a complex phenomena, 
other methodologies need to be used; such as personal, group 
and telephone interviews, schedules, direct observations by 
more than one evaluator, and comparison of evaluations by 
the ratee and rater(s).
APPENDIX A
SLATER NURSING COMPETENCIES 
RATING SCALE
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Date:
SLATER NURSING COMPETENCIES RATING SCALE
Nurse being rated: Rater (name or No.):
PSYCHOSOCIAL: INDIVIDUAL
Actions directed toward meeting psychosocial
needs of individual patients.
1. Gives full attention to  patient
2. Is a receptive listener
3. Approaches patient in a kind, gentle, 
and friendly manner
4. Responds in a therapeutic manner to  
patient's behavior
5. Recognizes anxiety in patient and 
takes appropriate action
6. Gives explanation and verbal reassurance 
when needed
7. Offers companionship to  patient w ithout 
becoming involved in a nontherapeutic 
way
8. Considers patient as a member o f a 
family and of society
9. Is alert to  patient’s spiritual needs
10. Identifies individual needs expressed 
through behavior and initiates actions 
to  meet them
11. Accepts rejection or ridicule and 
continues effort to  meet needs'
12. Communicates belief in the worth and 
dignity of man
13. Utilizes healthy aspects of patient’s 
personality
14. Creates an atmosphere o f mutual trust, 
acceptance, and respect, rather than 
showing concern for power, prestige, 
and authority
NOTE: To facilitate identification. Best. Average, and Poore.! Nurse columns are mar 
parentheses.
cd with
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IS. Is well informed about current events 
and common interests that can be shared
w ith patient ( )   ( )   ( )
16. Chooses appropriate topics for
conversation ( )   ( )   ( ) ____
17. Offers purposeful experiences and 
activities that will help the patient 
to  participate and communicate with
others ( )   ( )   ( )-- ------
18. Conducts self w ith same professional 
demeanor when caring for an unconscious 
or nonoriented patient as when caring
for a conscious patient ( )   ( )   ( )____
PSYCHOSOCIAL: GROUP
Actions directed toward meeting psychosocial
needs o f patients as members o f a group
19. Conveys warmth and interest in group 
situations with patients
20. Helps groups of patients accept 
necessary limits to  freedom
21. Encourages patients to  participate in 
planning their own group living 
experiences
22. Delegates responsibility to  patients 
according to  their capabilities
23. Proposes activities appropriate to  
interests and needs o f various patients 
within group
24. Changes activities to  meet priority needs 
in group, even though it would be easier 
to  continue with activity already begun
25. Structures activities for the purpose o f 
helping patients vent their em otions 
in a socially acceptable way
26. Participates in group activities 
w ithout dominating the situation
27. Gives praise and recognition for 
achievement according to  individual’s 
needs and with respect for others in 
the group
)  ( )   ( ) --
) ( )   ( ) --
)   ( )   ( ) _
)   ( )   ( ) _
28. Conducts activities with enthusiasm 
and w ithout emphasizing individual 
com petition (
29. Converses with patients during group 
activities (
30. Shares tim e with all patients in group
31. Guides group discussion when this 
is desirable
(
(
PHYSICAL
Actions directed toward meeting physical needs
of patients
32. Adapts nursing procedures to  meet 
needs of individual patients for daily 
hygiene and for treatm ent
33. A ttends to  daily hygienic needs for 
cleanliness and acceptable appearance
34. Utilizes nursing procedures as media 
for communication and interaction 
with patients
35. Identifies physical symptoms and ' 
physical changes
36. Recognizes physical distress and acts 
to  provide relief for the patient
37. Encourages patient to  observe adequate 
rest and exercise
38. Encourages patient to  take adequate diet
39. Recognizes and reports behavioral and 
physiologic changes that are due to  drugs
40. Adjusts expectations o f patient’s 
behavior according to  the effect 
the drug has on the patient
41. Demonstrates understanding of both 
medical and surgical sepsis
42. Recognizes hazards to patient safety 
and takes appropriate action to maintain 
a safe environment and to  give patient 
feeling of being safe
43 . Carries ou t safety m easures developed to prevent 
patients from  harming them selves or others
44. C uries o u t established technique for 
safe adm inistration o f medications and 
parenteral fluids
GENERAL
Actions th a t may be directed to w u d  meeting
either psychosocial or physical needs of
patients, o r bo th  a t the same time.
45. Utilizes patient teaching opportunities
46. Involves patient and family in  planning 
for care and treatm ents
47. Protects sensitivities o f patient
48. Encourages patient to  accept dependence/ 
independence as appropriate to  his 
condition
49. Utilizes resources w ithin the milieu to  
provide patient w ith opportunities for 
problem solving
50. Allows patient freedom of choice in 
details o f daily living Whenever possible 
and w ithin patient’s ability to  make 
choice
51. Encourages patient to  take part in 
activities of daily living that will 
stimulate his potential for positive 
growth
52. Adapts activities to  physical and mental 
abilities o f patient
53. Adapts nursing care to  patient’s level 
and pace of development
54. Provides for diversional and treatm ent 
activities appropriate to  patient’s 
capabilities and needs
55. Allows for slow or unskilled performance 
w ithout showing annoyance or impatience
56. Establishes nursing c u e  goals within 
the framework of the therapist’s plan 
of c u e
57. Adapts to  and works with varied 
approaches to  treatm ent
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58. Relates to  patient within the framework 
of the therapeutic plan ( ) - ( ) -----  ( ) --
59. Carries out watchfulness in an 
unobtrusive manner ( ) ) -----  ( ) --
60. Responds appropriately to  emergency 
situations ( ) -----  ( ) -----  ( ) ___
COMMUNICATION
Communication on behalf of patients
6 1. Communicates ideas, facts, feelings,
and concepts clearly in speech ( )   ( )   ( )
62. Communicates ideas, facts, feelings, and
concepts clearly in writing ( ) - ( )   ( )
63. Establishes a well-developed nursing
care plan ( )   ( )   ( )
64. Gives accurate reports, verbal and 
written, of patient’s behavior, including 
behavior that involved interaction with
self ( )   ( )   ( )
65. Participates freely in ward patient-
care conferences ( )   ( )   ( )
66. Communicates effectively and establishes 
good relationships with other
disciplines ( )   ( )   ( )
67. Attends to  patient’s needs through use 
of referrals, both to  departm ents in 
the hospital as agency and to  other
community agencies ( )   ( )   ( )
PROFESSIONAL IMPLICATIONS
Actions directed toward fulfilling responsibilities 
of a nurse in all facets and varieties of patient- 
care situations.
68. Is self-directing: takes initiative and
goes ahead on own ( )   ( )   ( )--------  -----
69 . Makes decisions willingly and
appropriately ( )   ( )   ( )--------  -----
70 . Makes decisions that reflect both
k now ledge o f  facts and good  jud gm en t ( )   ( )   ( )--- ------  ------
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71. Gives verbal evidence o f good insight 
in to  deeper problems and needs o f 
patients
72. Contributes as nurse member o f  health 
team  to  planning and evaluating care ( ) ■ — ( ) — ( / -- -
73. Spends tim e with patients, rather than 
w ith other nurses or hospital personnel ( ) I / — — ( / ----
74. Reliable: follows through with 
responsibilities ( ) —— ( ) ( )
75. Stays with assigned patients, o r knows 
where and how they are \ ) mmm— m  1 ] 1 1
76. Impresses others w ith sincerity o f 
interest and nursing effort ( ) I / « ( 1 ^ ^
77. Gives continued interest and encourage­
ment to  various-level programs, whether 
directed to  care o f patients o f her 
immediate concern or institution-wide 
programs
78. Participates in staff meetings ( ) ----  ( ) ----  ( ) --------------
79. Avails self o f opportunities for 
learning ( ) ---- ( ) -( ) _____ -
80. Is a good follower (helpful, 
cooperative) ( ) . ( ) - ( ) ____ -
81. Is a good leader (constructive) ( ) ----  ( ) ----  ( ) -----------
82. Is helpful to  ward personnel ( ) ----  ( ) ----  ( ) -----------
83. Cooperates w ith ward routines and 
hospital regulations ( ) , ( ) - ( ) ----
84. Accepts authority situations w ith 
understanding
APPENDIX B 
CUE SHEET
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Cue Sheet
PSYCHOSOCIAL: INDIVIDUAL
Actions directed toward meeting psychosocial needs of
individual patients.
1. Gives Full Attention to Patient.
a. Is alert and responds verbally and nonverbally without 
asking patient to repeat phrases.
b. Assumes positions that will aid in observation and 
communication with patient.
c. Restricts talking to conversation with patient as she 
carries out activities for his care; avoids chitchat 
with other personnel.
d. Looks at and talks to infant as she give bottle 
feeding.
e. Poses questions encouraging patient to express 
feelings.
2. Is a Receptive Listener.
a. Facial expression indicates interest and 
understanding.
b. Gives patient time to talk.
c. Waits for patient to complete sentence before speaking 
or moving away from patient.
d. Encourages conversation by using brief comments or 
leading questions to let patient know she is listening 
and interested.
e. Terminates conversation in manner such that patient 
understands reason for termination, leaving patient 
with feeling of satisfaction about discussion.
3. Approaches Patient in a Kind, Gentle, and Friendly
Manner.
a. Speaks clearly, with soft and pleasant tone of voice.
b. Calls patient by name and tells her name, enunciating 
distinctly.
c. Shows patience and understanding with repeated 
complaints or with crying of patients (all ages).
d. Invites approach of patients with a smile and 
encouraging word.
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4. Responds in a Therapeutic Manner to Patient's Behavior.
a. Assists withdrawn patient to consider various means 
for involvement or interactions with others.
b. Redirects attention of adolescent who is teasing 
others and interfering with activities of others.
c. Helps patient who refuses examination or treatment to 
think through various facets and alternatives in the 
situation.
d. Accepts expression of hostility and makes changes that 
can be made, explains why some things cannot be 
changed, and indicates to the patient that she is 
interestd in knowing his feelings.
5. Recognizes Anxiety in Patient and Takes Appropriate
Action.
a. Asks leading questions to determine what patient knows 
about pending surgery and to allow him to express 
fears.
b. Encourages laboring mother to express her thoughts and 
feelings about impending delivery, her own safety, and 
the health of her baby.
c. Spends time with patient or arranges to have someone 
stay with anxious patients.
d. Attempts to learn from parents things that child fears 
and actions that help to alleviate his fears.
e. Allows and assists patient to talk of disfigurement or 
death, to express thoughts and feelings about them.
6. Gives Explanation and Verbal Reassurance When Needed.
a. Uses leading questions to.determine what patient knows 
about illness and treatment, and offers elaboration as 
needed.
b. Attempts to describe kind of pain or discomfort 
patient may anticipate, includes estimate of duration 
of discomfort and what will be done and what patient 
might do to alleviate pain or distress.
c. Helps patient explore and understad why he feels about 
or behaves as he does toward other persons, toward 
himself, or toward his illness.
d. Comments about patient's actions to remind and 
reassure him of signs of movement toward wellness.
7. Offers Companionship to Patient Without Becoming Involved
in a Non-therapeutic Way.
a. Maintains nurse-patient relationship (avoiding
friend-friend relationship) by focusing on patient's 
interests.
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b. Provides for child's needs for affection and 
closeness, but helps child to remember parents and 
siblings.
c. Maintains use of appropriate names of address, both 
those she uses for patient and those patient uses to 
address her.
d. Avoids monopoly of time - the patient, hers; or she, 
the patient's.
e. Encourages and listens to patient considering 
alternate actions, but allows patient to make own 
decision.
8. Considers Patient as a Member of a Family and of Society.
a. Provides care and treatment activities at times that 
will least interfere with visiting family or friends.
b. Encourages family to participate in care of patient.
c. Assists patient to maintain communication with friends 
and colleagues - comfortable setting for visitors, 
assistance with telephoning, positioning and materials 
for letter writing, prompt mail delivery.
d. Discusses current news, with particular focus on items 
known to be of interest to patient.
e. Discusses ways of coping with aftercare.
9. Is Alert to Patient's Spiritual Needs.
a. Respects patient's religious beliefs; listens 
respectfully if patient wishes to talk about religious 
beliefs or feelings.
b. Handles religious articles with respect.
c. Communicates promptly with pastor when patient
expresses desire to see him, or volunteers to call 
pastor.
d. Offers assistance and encourages patient to attend
services of his faith that are available to him
(within the limits of his physical ability to do do).
10. Identifies Individual Needs Expressed Through Behavior
and Initiates Actions to Meet Them.
a. Notes when patient makes repeated reference to a topic
and encourages him to discuss it.
b. Spends time with patient who has no visitors and is
interfering with visiting of other patients.
c. Arranges with local volunteers to visit older patient 
who detains her, obviously just to visit.
d. Encourages patient who disagrees or finds fault with 
plans and actions of others to suggest some procedures 
for activities in which he must be involved.
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11. Accepts Rejection or Ridicule and Continues Effort to
Meet needs.
a. Returns frequently to patient who refuses to talk; 
displays interested manner and gives assurance of 
"being there."
b. Displays willingness to understand patient's point of 
view in relation to refused activity or treatment.
c. Stays with patient who turns away or shouts, "Go 
away," speaking quietly and reassuringly, helping with 
resolution of need to reject attention offered.
d. Attempts to help patient clarify his understanding of 
rationale for nurse actions or for treatments she 
proposes.
12. Communicates Belief in the Worth and Dignity of Man.
a. Cares for all patients with kindness and helpfulness.
b. Encourages withdrawn patient to make choices about 
daily care and allows time for patient to make 
decision and respond.
c. Endeavors to meet all requests and needs of hopelessly 
ill or dying patient with same display of interest in 
the individual as that shown other patients.
d. Addresses each patient by name and refers to patient 
by name when discussing him with colleagues.
13. Utilizes Healthy Apects of Patient's Personality.
a. Uses patient's resources in problem resolution; e.g., 
guiding patient to consider various alternatives in 
arriving at a decision, before patient can experience 
frustration at his inability to decide.
b. Provides opportunities for patient to receive 
satisfaction through contribution to other; e.g.; 
having child in wheelchair take toy to child confined 
to bed.
c. Is quick to point out patient's abilities, while 
avoiding focus on his disabilities.
d. Encourages and provides ways for patient to enlarge 
his knowledge in areas that are of interest to him.
14. Creates an Atmosphere of Mutual Trust, Acceptance, and
Respect, Rather Than Showing Concern for Power, Prestige,
and Authority.
a. Trusts the patient in as many ways as possible - does 
not let own anxieties limit patient activities.
b. Accepts patient as an individual, allows him to 
express opinions without argument or defensiveness.
c. Minimizes conversations dwelling on status of nurse or 
other personnel.
d. Indicates respect for patient by way she addresses
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him, by tone of voice; avoids being disruptive to 
patient's conversation or activities and expects in 
return the usual amount of respect from the patient,
e. Quietly and briefly points out inappropriate comments 
or actions made by the patient,
15. Is Well Informed About Current Events and Common 
Interests That Can Be Shared with Patient.
a. Knows results of latest sports event; who won the 
"Oscars" the previous evening; outcomes of yesterday's 
elections; current status of strike negotiations; 
names of latest best-selling book, record, movie.
b. Encourages patient to describe or discuss recent 
events; may use this route to furthering her own 
knowledge, though the purpose for so doing would be to 
involve patient in healthy pursuit.
c. Brings bit of information to patient in relation to 
known interest of patient.
16. Chooses Appropriate Topics for Conversation.
a. Introduces topics of known interest to patient: 
particular sport, hobby, TV show, doll, or 
neighborhood activity.
b. Encourages patient to talk about personal interests 
and concerns; e.g., children, family, and what family 
is probably doing at home.
c. Guides conversation to neutral or positive subject, 
should an argument develop or seem to be developing.
17. Offers Pureposeful Experiences and Activities That Will 
Help the Patient to Participate and Communicate with 
Others.
a. Makes arrangements for patients to have meals at 
tables shared by three or four others.
b. Has patients who have "been through it" talk with 
patient anticipating treatment or rehabilitation 
activity.
c. Suggests that accomplished knitter assist patient 
learning to knit.
d. Makes certain that patient knows names of patients in 
beds on either side of him.
18. Conducts Self with Same Professional Demeanor When Caring 
for an Unconscious or Nonoriented Patient as When Caring 
for a Conscious Patient.
a. Seeks assistance in moving the patient and performs 
moving in safe, gentle manner.
b. Maintains focus of conversation with co-workers on 
matters about the patient and his immediate care; 
avoids jocularity.
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c. In patient's presence, refers to patient by name, 
speaks in well-modulated tone, avoids discussion of 
patient's condition or prognosis.
d. Informs nonoriented patient about anticipated 
treatments, offers instructions about what will be 
expected of patient, conveys attitude of interest in 
helping patient to understand.
PSYCHOSOCIAL: GROUP
Actions directed toward meeting psychosocial needs of
patients as members of a group.
19. Conveys Warmth and Interest in Group Situations with
Patients.
a. Listens to conversation when she first approaches 
group, enters discussion with comments that promote 
continuation of patients' interests.
b. Inquires about interests of group, listens to 
responses.
c. Proposes ways to promote activities suggested by 
members of group, rather than proposing alternative 
activities.
d. Sits down as a member of group.
e. communicates with all members of group, avoiding 
addressing self to a particular member.
20. Helps Groups of Patients Accept Necessary Limits to
Freedom.
a. Early in discussion of plans for group activities, 
identifies limits and allows discussion of reasons for 
the limitations.
b. Identifies reasons for limitations that relate to 
needs of patients as well as those related to 
"regulations."
c. Helps group of adolescents plan games that permit 
participation of few with physical limitations, 
without placing undue attention on individuals with 
the limitations.
d. Accepts hostile expressions related to limits, but 
remains firm and consistent in maintaining necessary 
limits.
21. Encourages Patients to Participate in Planning Their Own
Group Living Experiences.
a. Helps patients plan task assignments and rotation of 
assignments.
b. Encourages patients to suggest routines, activities, 
time schedules, etc.
c. Seeks patients' suggestions and assistance in making
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changes in physical setting - furniture arrangement, 
room assignments, etc.
d. Brings patients into early planning stages for all 
"social" activities, such as supper on the lawn, TV 
schedule for the week, games for late afternoon, 
birthday party, etc.
22. Delegates Responsibility to Patients According to Their
Capabilities.
a. Encourages patient to be "chairman" of committee to 
plan Fourth of July Celebration.
b. Suggests that aggressive patient serve as member of 
committee, providing support to "chairman," but not 
"taking over" chairman's duties.
c. Provides patient with schedule for his examinations or 
treatments and suggests that he assume responsibility 
for being at the right place at the right time.
d. Allows patients to initiate preparations for meals, 
visits, or bedtime, without reminding them each time 
that it is time to do these things.
e. Gives recognition to patients by identifying strengths 
and offers opportunities that encourage the 
utilization of abilities.
23. Proposes Activities Appropriate to Interests and Needs of
Various Patients Within Group.
a. Notes involvement of each patient in group activity 
and subtly suggest modifications to ensure appropriate 
involvement of all, such as proposing that the child 
with the injured knee keep score for the volleyball 
game.
b. Suggests ways of dividing group into small 
common-interest subgroups: playing checkers, playing
pinochle, working jigsaw puzzles, playing with dolls, 
building with blocks, etc.
c. Suggests ways that subgroups can share interest with 
other groups, such as patients interested in color and 
design developing patterns for those interested in 
"production"-woodwork, needlework, clay modeling, etc.
d. Assigns activities that encourage constructive 
outlet for feelings; i.e., patients with aggressive 
tendencies who need recognition are offered 
opportunities to plan activities that will interest 
other patients.
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24. Changes Activities to Meet Priority Needs in Group, Even
Though It Would Be Easier to Continue with Activity
Already Begun.
a. When two patients obviously are "ganging up" to win 
every game of rummy, suggests change to card game in
which they are less expert or proposes change to
building model cars.
b. When withdrawn patient is making no contribution to 
game of Scrabble, proposes change to simple card 
game.
c. When uncommunicative patients are "watching" 
television, suggests they plan furniture 
arrangments in anticipation of afternoon visitors.
d. Instead of continuing with a game such as volleyball 
that can last for an indefinite period of time whether 
patients are interested or not, intervenes with 
activities that are more individualized and demanding
of nurse's time and effort.
25. Structures Activities for the Purpose of Helping Patients
Vent Their Emotions in a Socially Acceptable Way.
a. Helps group establish guidelines and encourages 
discussions of emotion-laden issues; e.g., suggest 
that children discuss experiences, and feelings about 
them, with school and teachers; or suggests patients 
"debate" merits of various sides of political issues.
b. Develops word game where patients, each in turn, have 
opportunity to express first thing that comes to mind 
in relation to lead words.
c. Recognizes hostility and offers activities that demand 
physical strength, energy, and movement; i.e., a round 
or two with punching bag, volleyball or dodgeball.
26. Participates in Group Activities Without Dominating the
Situation.
a. Awaits her turn along with others.
b. Allows other patients in the group to control fellow 
patients in process of activity, without being first 
to interfere with "erroneous" or disruptive action of 
a single participant.
c. Allows activity to proceed along lines acceptable to 
patients, rather than proposing "way I would do it."
d. Encourages hesitant patients to join activity; assists 
less apt patients, without actually performing for 
them.
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27. Gives Praise and Recognition for Achievement According to
Individual's Needs and with Respect for Others in the
Group.
a. Displays pleasure and encourages others to join 
rejoicing at the accomplishment of reticent patient.
b. Moves quickly to next activity when "braggart” has 
scored point - helps patient recognize his 
accomplishment in relation to his abilities and those 
of others; guides him in recognizing achievements of 
others.
c. Discusses and helps patient recognize relationship of 
small accomplishment to potential for "next (more 
difficult) step."
28. Conducts Activities with Enthusiasm and Without
Emphasizing Individual Competition.
a. Expresses enthusiasm in relation to interests of all 
patients in group, avoid highlighting interest of one 
or two patients.
b. Involves skilled patients in assisting the less 
skilled, rather than allowing them to continuously 
demonstrate their own skill.
c. Enlists more vocal patients as leaders of group 
discussions, helping them to assume appropriate role 
of discussion leader; i.e., drawing out expressions of 
opinion and information from each member of the group.
29. Converses with Patients During Group Activities.
a. Encourages light conversation during meals; e.g., 
origins of foods or recipies, varieties of preparation 
of foods, what dolls like best to eat, who feeds pets, 
favorite foods, etc.
b. Introduces discussion of "most interesting" item of 
category of items being produced: model ship, 
needlework, jigsaw puzzle, paper doll, room 
arrangement, party decorations.
c. Points out observations that might encourage patient 
participation; e.g., "Your suggestions are 
particularly helpful to the group," or "Nice going, 
that was a good serve."
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30. Shares Time with All Patients in Group.
a. Notes withdrawn or quiet patient and physically 
approaches him with attention focused on what he is 
doing, or addresses comment or question to him.
b. Makes point of addressing comment or question to 
apparently most independent patient in group, letting 
him know she is aware of him as an individual and of 
his participation and interests.
c. Gives attention to all interests expressed and asks if 
anyone has interests they wish to share with the 
group.
31. Guides Group Discussion When This Is Desirable.
a. When new activity is to be introduced, informs group 
about it and guides discussion of feelings about 
activity and planning for it; e.g., breakfast is to be 
served one-half hour later, there will be a movie one 
evening a week, there will be daily visiting 
permitted.
b. Guides discussion of initial planning and task 
assignment when group plans special holiday programs, 
assists with identification of necessary committees 
and decisions about membership of committees.-
PHYSICAL
Actions directed toward meeting physical needs of patients.
32. Adapts Nursing Procedures to Meet Needs of Individual
Patients for Daily Hygiene and for Treatment.
a. Gives only partial soap and water bath to elderly 
patient with dry skin.
b. Offers assistance with oral hygiene; e.g., prepares 
brush and holds basin for patient with upper extremity 
cast, brushes dentures under running water for patient 
unable to do this himself, teaches child proper 
brushing.
c. Arranges equipment and materials on side of bed and in
convenient position for left-handed patient to do his
own tracheal suction.
d. Leaves general morning care of arthritic patient to 
last, so neither will feel pressure of time and 
movements can be made slowly.
e. Reduces equipment to a minimum when giving treatment 
to fearful, excited patients.
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33. Attends to Daily Hygienic Needs for Cleanliness and
Acceptable Appearance.
a. Offers to comb hair of patient unable to do so for 
physical or mental reasons; e.g., cardiac patient, 
patient with upper extremity injury, patient in state of 
emotional shock following loss of loved one, regressed 
mental patient.
b. Helps disturbed patient select items of attire that "go 
together."
c. Assist patient with plan and materials for shaving.
d. Offers clean clothing as indicated.
e. Provides for body, dressing, and air deodorizers, as 
indicated.
34. Utilizes Nursing Procedures as Media for Communication
and Interaction with Patients.
a. Encourages withdrawn patient to talk of self, 
interests, and family, while providing direct nursing 
care.
b. Encourages patient to make own decisions about "what 
to wear today"; allows child to make own selection of 
clothes.
c. Asks patient to suggest time convenient for him for 
particular care or treatment.
d. Helps mother to listen to heartbeat of her unborn 
child and encourages her to talk about the baby and 
its meaning to her.
e. Encourages patient to assist, even in a small way, 
with particularly painful treatment; e.g., burn 
dressing, repeated intramuscular injection, etc.
35. Identifies Physical Symptoms and Physical Changes.
a. Notices cyanosis - checks for bleeding, oxygen flow, 
position in relation to breathing.
b. Notes mottled tissues over bony prominence; increases 
frequency of turning patient and provides ways to keep 
pressure from area.
c. Notes languor and shallow breathing of small child, 
takes appropriate action.
d. Notes undesirable weight loss in elderly clinic 
patient; questions patient about changes in eating 
habits, living conditions, appetite.
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36. Recognizes Physical Distress and Acts to Provide Relief
for the Patient.
a. Moves patient up in bed and adjusts pillows to provide 
support in good body alignment.
b. Notes cramping position of extremities, changes 
position and provides supports for maintenance of good 
body alignment.
c. Notes signs of pain - restlessness, respiration, 
facial contortion - and takes action to alleviate 
pain; e.g., change of position, medication, fresh 
dressing.
37. Encourages Patient to Observe Adequate Rest and Exercise.
a. Helps patient understand role of rest in his treatment 
- cardiac, thrombophlebitis, hepatitis.
b. Helps patient understand role of exercise in treatment 
of his illness - postsurgical, paralysis, traction or 
cast immobilization.
c. Assists elderly patient out of bed; encourages patient 
to stand and to help self. Gives patient time to do 
for himself, while she stands by to offer necessary 
assistance and protection.
d. Helps patient plan ways to save movement and steps in 
accomplishing tasks of daily care.
e. Suggests new interests to patient: reading or light 
handcrafts for rest; birdwatching or loom weaving for 
exercise.
38. Encourages Patient to Take Adequate Diet.
a. Discusses eating habits with patient to learn habits 
and food likes and dislikes.
b. Helps patient know what constitutes an adequate diet.
c. Takes interest in attractiveness and appropriateness 
of patient's trays; assists with making corrections 
promptly.
d. Provides pleasant atmosphere for mealtime; wherever 
possible, provides company - other patients, 
volunteers, visitors.
39. Recognizes and Reports Behavioral and Physiologic Changes
That Are Due to Drugs.
a. Takes appropriate action and reports skin reactions of 
patients receiving drugs.
b. Watches for photosensitivity, limiting exposure to 
sun.
c. Talks with patients to determine if they are aware of 
changes.
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40. Adjusts Expectations of Patient's Behavior According to
the Effect the Drug Has on the Patient.
a. Accepts drowsiness and retarded psychomotor activity 
by supporting the patient when he points out that he 
is unable to participate in active discussion of 
sports.
b. Finds projects for the tremulous patient that require 
little coordination.
c. Provides rest periods for patients indicating that 
they are too tired to participate in daily routine.
41. Demonstrates Understanding of Both Medical and Surgical
Asepsis.
a. Recognizes breaks in techniques and takes steps to 
correct them.
b. Washes hands as necessary; e.g., on completing care of 
one patient and before moving to another, before 
beginning ''clean” procedure, following any obvious 
contamination, etc.
c. Recognizes floor as area of gross contamination; e.g., 
cleanses or replaces items picked up from floor; 
washes hands after picking something up from the 
floor; avoids placing supplies or equipment on the 
floor .
d Reviews means of transmission of particular disease 
when patient is admitted with or develops a 
communicable disease, and plans techniques to avoid 
dissemination of particular organisms, without 
complicating process by carrying out ritualistic 
precautions unrelated to paths of transmission of 
organisms.
e. Handles dressing so that surface that will cover wound 
and surrounding area remains sterile.
42. Recognizes Hazards to Patient Safety and Takes
Appropriate Action to Maintain a Safe Environment and to
Give Patient Feeling of Being Safe.
a. Ensures assistance of sufficient number of persons
when a patient is to be lifted - to ensure safety and
feeling of safety for the patient; to ensure no strain 
for the patient or the personnel.
b. Provides side rails for all older ptients during first 
few days in the hospital. Discusses their use with 
the patient; provides side rails for restless or 
disoriented patients.
c. Notes placement of various cords and tubing: ensures 
that they will not be tripped over or accidentally 
jerked out of place.
d. Discusses reasons for No Smoking signs in presence of
oxygen administration with patient and visitors.
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43. Carries Out Safety Measures Developed to Prevent Patients
from Harming Themselves or Others.
a. Reports threats made by patients to harm themselves or 
others.
b. Makes sure transportation equipment is safe; labels it 
unsafe if repairs are needed and secures safe 
equipment rather than taking any risk.
c. Stays with patients whose behavior indicates 
impulsiveness and confusion.
d. Asks for help when needed to provide safety for the 
patient himself and/or personnel.
44. Carries Out Established Technique for Safe Administration
of Medications and Parenteral Fluids.
a. Checks medication card against written orders the 
first time particular medication is administered to 
particular patient on particular day.
b. Checks container label three times; if interrupted 
during preparation, repeats the three-time check.
c. Addresses patient by name before giving the 
medication.
d. Administers only medications she herself has prepared.
GENERAL
Actions that may be directed toward meeting either 
psychosocial or physical needs of patients, or both at the 
same time.
45. Utilizes Patient Teaching Opportunities.
a. Encourages new mother to ask questions about care of 
herself and new baby during first weeks at home.
Guides mother as she picks up baby, demonstrates and 
has mother demonstrate holding baby for burping and 
bathing.
b. Discusses patient's plans for work after he leaves the 
hospital, tells him of agencies that will provide 
people to help him find training and employment 
opportunities.
c. Discusses medications patient will be taking at home; 
ensures that he knows identity of each, purpose for 
which it is being prescribed, dosage and schedule, and 
expected effects of medication.
d. Initiates discussion about illness, treatment, and 
plans for care, rather than waiting for patient to ask 
questions; uses questions to determine what patient 
knows and understands.
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46. Involves Patient and Family in Planning for Care and
Treatments.
a. When giving instructions to patient, involves family 
member if he is visiting - not only allowing him to 
remain in the room, but actually including him in 
discussion.
b. Encourages family member to observe treatments, 
especially those that may be expected to be carried on 
at home.
c. Arranges to have family member participate in 
treatments, eventually doing entire treatment, if it 
is one patient will not be able to do himself.
d. Plans with patient and family members to do care 
procedures at time when family member can participate; 
plans details of care to be needed at home with 
patient and family members.
e. Helps patient communicate with family about needs for 
items and procedures of care after discharge; e.g., 
wife to know diet, husband to know of work-saving 
methods and devices, parents to anticipate teaching of 
child by other children and ways to help child cope.
47. Protects Sensitivities of the Patient.
a. Uses sheets or towels as drapes to avoid unnecessary 
exposure of body.
b. Draws curtain around bed for all procedures of 
physical care.
c. Arranges to have patient taken to room where interview 
(social worker, psychologist, homemaker) can be 
conducted in private.
d. Allows patient to complete own bath or seeks 
assistance from person of same sex; leaves room during 
procedure if indicated; leaves room during portions of 
physical examination should patient desire this; is 
particularly alert to sensitivities of maturing child 
and teenager.
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48. Encourages Patient to Accept Dependence/Independence as
Appropriate to His Condition.
a. Discusses role of rest in treatment of heart disease; 
reassures patient of gradual progress toward 
resumption of responsibility of doing for himslef.
b. Helps patient with extensive surgery to understand the 
mechanisms involved in various elements of early 
ambulation and the purposes to be served by doing his 
exercise and daily care tasks.
c. Helps patient with extensive disability of 
skeletal-muscular system to understand involvement, 
rationale for prescribed treatments, progress to be 
anticipated, timing to be anticipated in relation to 
various degrees of recovery, and degree of recovery to 
be expected in relation to degree of effort expended 
by patient.
d. Helps patient understand appropriateness of dependent 
role, reassures him that he will be helped to resume 
independence as soon as it is good for him to do so.
49. Utilizes Resources Within the Milieu to Provide Patient
with Opportunities for Problem Solving.
a. Encourages patient to suggest ways to accomplish 
•’routine" tasks despite limitation due to
incapacitated or absent body feature. Helps him plan
placement of articles as he will use them in hospital 
and at home or work.
b. Helps patient consider alternatives in relation to 
choice of evening’s entertainment; e.g., baseball 
game, long-awaited movie, visit of mother-in-law.
c. Helps child to select toy, to understand implication 
of selections; e.g., kind of toy or game that can be 
used in bed, one that may allow only for solitary 
play, or one that will allow others to join in play, 
etc.
d. Asks patients to propose furniture arrangement that 
will provide for best use of day and artificial 
lighting and for least distressful light glares.
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50. Allows Patient Freedom of Choice in Details of Daily 
Living Whenever Possible and Within Patient’s Ability to 
Make Choice.
a. Determines whether patient is ”early”or ’’late” riser, 
plans with him about timing for needed care.
b. Allows patient morning or evening shower or bath 
depending on custom and preference.
c. Assists patient to arrange for type of clothing he 
prefers to wear.
d Grants requests involving changes in daily routines 
that can be made without major disruptions in ward 
plans.
51. Encourages Patient to Take Part in Activities of Daily 
Living That Will Stimulate His Potential for Positive 
Growth.
a. Encourages "early” riser to assist with serving 
morning coffee, where it is a practice.
b. Encourages stroke patient to shave himself, provides 
electric razor if indicated.
c. Invites patient to assist with caring for flowers - 
his own and those of others.
d. Encourages patient to utilize problem-solving approach 
when dealing with problems involving activities of 
daily living.
e. Gives recognition for patient’s efforts and successes.
52. Adapts Activities to Physical and Mental Abilities of 
Patients.
a. Ensures that patient understands care procedure in 
which he is to be involved and what is expected to 
him; e.g., explaining (1) first few colostomy dressing 
changes, (2) tracheostomy suctioning, (3) hip spica 
cast removal, (4) intramuscular injection.
b. Guides confused patient through steps of preparation 
for visit to therapist: reminds patient, one step at
a time, about washing face and hands, brushing teeth, 
combing hair, dressing, storing night clothing, etc.
c. Allows time for small child or slow or hesitant 
patient to do things for himself, so that he may 
develop confidence and independence.
d. Provides assistance to patient before he reaches point 
of frustration at inability to perform task.
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53. Adapts Nursing Care to Patient's Level and Pace of 
Development.
a. Allows child to perform tasks of which he is capable; 
provides him with challenge to learn new tasks that 
are within this ability to learn and perform.
b. Avoids "contests" related to learning new tasks, where 
differences between patients' potential to learn or 
perform are obviously such that some patients would 
experience frustration and feelings of inadequacy.
c. Repeats instructions and allows patient to attempt 
repeated performances, offering needed suggestion and 
assistance.
d. Allows patient to change his mind; assists patient to 
rethink a problem and decide to pursue a path 
different from one selected earlier. If indicated, 
assists patient to reassure himself that original 
choice was correct one.
54. Provides for Diversional and Treatment Activities 
Appropriate to Patient's Capabilities and Needs.
a. Sings to small children at bedtime.
b. Has no more than three adolescents working on one 
jigsaw puzzle at one time.
c. Provides bedside commode for patient unable to walk to 
bathroom.
d. Takes older patients to dayroom and spends time with 
them, encouraging them to visit or share activity;
e.g., needlework, cards, sports on TV (not TV soap 
operas).
55. Allows for Slow or Unskilled Performance Without Showing 
Annoyance or Impatience.
a. Uses gentle persuasion to keep regressed patient 
moving in process of morning toilet and dressing.
b. Assists aphasic patient to say words rather than 
saying them for him.
c. Encourages patient learning to take his own blood 
pressure with words of reassurance and proposal that 
he try again.
d. Waits for emphysema patient to catch breath after 
rising to sit on edge of bed and before helping him to 
walk to chair.
178
56. Establishes Nursing Care Goals Within the Framework of 
the Therapist's Plan of Care.
a. Relates nursing goals to the therapist's goals.
b. Assists new mother with breast feeding.
c. Removes child's tray after thirty minutes, regardless 
of amount of food eaten (when purpose is to assist 
child to establish habit of eating and not playing 
with food).
d. Plans toileting schedule with paraplegic patient, with 
view to achieving independence from indwelling 
catheter.
57. Adapts to and Works with Varied Approaches to Treatment.
a. Helps patient and personnel understand reasons for 
cast, when patient in next bed is in traction for 
seemingly the same type of cervical spine injury.
b. Uses sugar and aeroplast spray for one patient's 
decubitus and aeroplast spray alone for another.
c. Participates with others in providing care that is 
consistent and in agreement with recommended approach.
d. Encourages one patient to talk of death and dying, 
avoids or changes subject with another.
58. Relates to Patient Within the Framework of the 
Therapeutic Plan.
a. Supports the therapeutic goal to reality, orients the 
patient by pointing out reality when patient appears 
confused.
b. Reassures patient that coming in to check blood 
pressure every fifteen minutes is not too much 
trouble.
c. Reassures patient learning to use crutches that she 
will remain near and will support him if needed, but 
encourages him to try to walk with only support 
crutches.
e. Develops plan to make a "game" of process of helping 
aphasic patient relearn handling of words.
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59. Watchfulness is Carried Out in an Unobstrusive Manner.
a. Moves quietly into and out of room when frequent 
checking is required; e.g., IV or Oxygen flow, pulse, 
blood pressure, etc.
b. Is gentle when removing bedclothing for repeated 
checking for bleeding; when pressing tissues to test 
distension, edema, or circulation in limb in cast; 
when preparing to give IM injection.
c. Approaches and stands quietly beside group engaged in
game or conversation without interrupting or 
distracting attention of members of group.
d. Participates with patients known to be impulsive to 
facilitate observation and protection.
60. Responds Appropriately to Emergency Situation.
a. Waits until help is available to move patient who has 
fallen from bed.
b. Speaks quietly to patient who has assumed posture to
suit his words of threatening to strike her.
c. Remains with patient who is choking or gasping for 
breath.
d. Prepares stimulants for administration in anticipation 
of physician's orders for patient with cardiac arrest.
COMMUNICATION
Communication on behalf of patients.
61. Communicates Ideas, Facts, Feelings, and Concepts 
Clearly in Speech.
a. Gives complete description of patient's behavior, 
using good sequence and without excessive repetition.
b. Expresses feelings in normal tone, without either 
mumbling or high emotionalism.
c. Reports observations objectively, without resorting to 
meaningless generalizations.
d. Uses questions to help aides report and describe 
patient's condition and to ascertain that aides have 
understood plan for care.
62. Communicates Ideas, Facts, Feelings, and Concepts 
Clearly in Writing.
a. Charts precise and specific observations; uses few 
generalizing cliches.
b. Records possible interpretation of reason for 
patient's behavior.
c. Uses nouns; avoids using pronouns that could lead to 
misinterpretations or misidentifications.
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63. Establishes a Well-Developed Nursing Care Plan.
a. Includes immediate and long-range objectives of care.
b. Includes information about patient's likes and 
dislikes.
c. Includes suggestions for modification of procedures 
that make care easier or more effective for patient.
d. Includes plan for progressive care in relation to 
anticipated future needs of patient; e.g., "plan to 
teach colon irrigation beginning tomorrow."
64. Gives Accurate Reports, Verbal and Written, of Patient 
Behavior, Including Behavior That Involved Interaction 
with Self.
a. Reports that patient refused to take IM injection, 
claiming she hurt him last time she gave it.
b. Reports patient’s refusal to sit up in chair; patient 
states she left him up too long yesterday.
c. Includes her responses during the interaction with the 
patient.
65. Participates Freely in Ward Patient-Care Conferences.
a. Volunteers observations she has made.
b. Supplies information about a particular disease 
condition and recommended treatment.
c. Offers proposals of approaches to care for particular 
patient.
d. Asks questions that will elicit information or ideas 
from other workers.
66. Communicates Effectively and Establishes Good 
Relationships with Other Disciplines.
a. Consults with physical therapist about "physio" 
treatment of patient, seeking suggestions of what 
nurses might do to enhance treatment.
b. Calls social worker to suggest that a patient might 
benefit from help, volunteering information about 
patient and family.
c. Notifies X-ray or lab, as indicated, to clarify orders 
for preparation of patient or when patient will be 
delayed or unable to keep appiontment.
d. Makes certain that physcian learns all pertinent 
information about patient; reports verbally, places 
bold print note on front of chart, requests that head 
nurse inform physician.
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67. Attends to Patient's Needs Through Use of Referrals,
Both to Departments in the Hospital as Agency and to 
Other Community Agencies.
a. Requests occupational therapy consultation for patient 
with severely injured hand.
b. Makes VNA referral for new mother with first baby who 
is new to city and has no family or friends who can 
assist with teaching care of new baby.
c. Consults with social worker about referral to visiting 
housekeeper for elderly patient who lives alone.
d. Calls local school system to arrange for home teaching 
for adolescent patient.
PROFESSIONAL IMPLICATIONS
Actions directed toward fulfilling responsibilities of a 
nurse in all facets and varieties of patient care 
situations.
68. Is Self-Directing: Takes Initiative and Goes Ahead on
Own..
a. Provides side rails for elderly patient who has been 
admitted for injuries.
b. Notices patient in chair seems tired, seeks assistance 
and helps patient back to bed.
c. Notices IV is infiltrating tissues; stops flow and 
notifies physician.
d. Asks questions when in doubt regarding treatment goals 
and utilizes knowledge and facilities to meet goals.
69. Makes Decisions Willingly and Appropriately.
a. Phones supervisor (in absence of charge nurse) to 
report staffing that could endanger patient safety; 
reports requirements for patient care, present plan 
for caring for patients, and anticipated effects of 
limited staff.
b. Suggests that two persons care for certain patient 
whenever he must be moved, with view to promoting 
patient safety, feeling of safety, and comfort, 
reducing time, and moving to achieve positioning in 
good body alignment.
c. Changes lunchtime for aide to permit him to accompany 
patient to cystoscopy.
d. Calls physician when patient "jokingly"comments that 
he thinks he will not have his operation the next 
morning, but will perhaps jump out the window instead.
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70. Makes Decisions That Reflect Both Knowledge of Facts and 
Good Judgment.
a. Changes room assignment of patient whose baby died 
during delivery to avoid placing her in room with 
mother with day-old baby.
b. Administers both PRN analgesic and PRN hypnotic at 
bedtime to second-day postoperative patient with 
spinal fusion.
c. Promptly slows flow of IV when she notices 
postoperative patient manifesting increased difficulty 
in and rate of breathing.
d. Suggests that emphysema patient be served six small 
feedings a day.
71. Gives Verbal Evidence of Good Insight into Deeper 
Problems and Needs of Patients.
a. Proposes that patient who lost first two children at 
birth not be left alone any more than necessary, that 
nurses "be with her" and share her experience with 
her.
b. Suggests ways that personnel might help adolescent 
with severe acne to recognize and utilize assets and 
abilities to contribute to interest and happiness of 
other, thereby gaining confidence and satisfaction in 
his own worth.
c. Is sincere when speculating regarding the possible 
dynamics of behavior and provides supportive evidence.
72. Contributes as Nurse Member of Health Team to Planning 
and Evaluating Care.
a. Reports care with which patient will need help at home 
and suggests persons in home who might provide the 
help.
b. Suggests that wound be dressed following wife’s visit, 
since dressing upsets patient and he discusses- little 
else with her and sometimes will not speak at all.
c. Suggests that patient willingly performs arm 
exercises, but seldom does leg exercises when 
therapist is not present.
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73. Spends Time with Patients, Rather Than with Other Nurses 
or Hospital Personnel.
a. Identifies and performs "extra” tasks with patients, 
as time permits; e.g.;
(1) Encourages colostomy patient to discuss plans for 
care when he goes home and returns to work.
(2) Discusses return to school plans with adolescent 
who has missed final four months of twelfth grade, 
due to motorcycle accident.
(3) Gets patient out of bed.
(4) Renews plastic and adhesive on edges of body 
cast.
b. Leaves "visiting" session of ward personnel to 
visit with patients.
c. Leads nurse-to-nurse conversation to include patients 
and to focus on patients interests.
74. Reliable: Follows Through with Responsibilities.
a. Asks for help in doubtful situations, rather than 
making errors.
b. Reports when work is not completed.
c. Views situation herself, rather than depending on 
reports alone; e.g., visits patient on report of 
bleeding, checks conditions of very ill patients in 
preparation for change-of-shift report.
d. Periodically reviews assignment and work accomplished 
with view to replanning and establishing priorities 
and fulfilling responsibilities for all of day's 
assignments.
75. Stays with Assigned Patients, or Knows Where and How 
They Are.
a. Visits all assigned patients to ascertain their 
conditions before beginning tasks of the day.
b. Knows where patients are, reasons for their being off 
the ward or away from bedside unit, and when they are 
expected to return.
c. Knows current condition, as well as changes in past 24 
hours, of all assigned patients, and can report plans 
for care of each.
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76. Impresses Others with Sincerity of Interest and Nursing 
Effort.
a. Offers constructive suggestions for improvements in 
care of individual patients and in routines on nursing 
unit.
b. Undertakes additional tasks when her own assignments 
are completed.
c. Tries new ways of doing things - those suggested by 
others and those devised by herself.
77. Gives Continued Interest and Encouragement to 
Various-Level Programs, Whether Directed to Care of 
Patients of Her Immediate Concern or Institution-Wide 
Programs.
a. Assists with evaluation of programs; e.g., 
conscientiously makes and records formalized 
observations, reports casual observations, suggests 
interpretations of apparent results of programs.
b. Helps interpret new administrative policies and offers 
suggestions for implementing procedures needed to 
carry out policies; e.g., proposes appropriate role of 
nurse in new patient-billing plan, helps with planning 
for husbands to be with wives during labor and for 
fathers' classes, discusses new rotation plan with 
aides.
c. Encourages and supports mothers in breast feeding.
d. Identifies patients who will need professional nursing 
care after discharge, in nursing home or own home.
78. Participates in Staff Meetings.
a. Reports innovation on own nursing unit that might be 
useful on other units.
b. Reports ideas from current literature that may have 
meaning for functioning of her own nursing service.
c. Asks pertinent questions.
d. Suggests programs or persons that might provide staff 
with information and ideas for improvements in 
practice.
e. Volunteers for committee membership.
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79. Avails Self of Opportunities for Learning.
a. Discusses patient's condition and rationale of 
treatment with physician and paramedical specialists.
b. Uses ward library to learn about diseases and 
treatments of particular patients.
c. Asks for additional explanation to enhance her 
knowledge and understanding of patients' conditions 
and treatments.
d. Plans work so she can attend therapy conferences or 
film sessions.
80. Is a Good Follower (Helpful, Cooperative).
a. Willingly performs tasks assigned to her.
b. Accepts less than desirable assignments.
c. Offers to help others, makes point of ensuring that 
new staff member feels free to seek help or ask about 
unfamiliar things.
d. Offers suggestions for movement toward team goals 
without usurping prerogative of leader.
e. Accepts rejection of her suggestions and readily moves 
to follow plan established by group or by leader.
81. Is a Good Leader (Constructive).
a. Invites suggestions from members of group.
b. Gives recognition to achievement of individual members 
and to that of. group as a whole.
c. Offers instruction and guidance when proposing a 
different way of doing things.
d. Encourages members of group to express likes and 
dislikes and to choose portion of work they would like 
to do.
e. Assists group to evaluate work accomplished and plan 
continued work.
82. Is Helpful to Ward Personnel.
a. Discusses rationale for patient care, helping 
personnel to know why treatments are presecribed in 
relation to patient's illness and expected effects of 
treatments.
b. Ascertains knowledge personnel have about new or 
different or unusual "case''; teaches or plans ways 
that all can increase their knowledge.
c. At mid-shift, determines progress with work and offers 
assistance with planning for or accomplishing 
completion.
d. Assists with planning modification of treatment or 
procedure when patient's condition or case or traction 
necessitate innovation.
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83. Cooperates with Ward Routines and Hospital Regulations.
a. Assists with children's toileting and handwashing 
before meals.
b. Plans own schedule in consultation with others so that 
she will prepare for her patients at a time when 
others will not be doing theirs.
c. Courteously explains to visitors reasons for not 
allowing patients to have food brought in and left at 
bedside.
84. Accepts Authority Situations with Understanding.
a. Willingly moves to another nursing unit to fill 
emergency vacancy.
b. Accepts fact that two year-end holidays cannot be 
taken together and in combination with a weekend.
c. Refuses, politely but firmly, to carry out physician 
order that is in opposition to hospital policy; e.g., 
IV medication, adding second bottle of blood without 
physician present, phone order for narcotic, too old 
narcotic order, suture removal, etc.
d. Accepts and carries out the recommendations of people 
in supervisory positions.
APPENDIX C
INSTRUCTIONS FOR USE 
OF SLATER SCALE
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INSTRUCTIONS FOR USE
Individual Frame of Reference Form for Development and Use 
of the Standard of Measurement: Performance Expected of a
First-Level Staff Nurse
Write the names of staff nurses whom you know or have 
known in the respective boxes:
1. Write the name of the nurse whom you consider to be 
the best staff nurse you have known (the nurse you 
would like to have care for you, should you be ill) 
in the box labeled "Best Staff Nurse".
2. Think of the nurse you consider to be the poorest 
staff nurse you have ever known; write her name in 
the box on the far right, labeled "Poorest Staff 
Nurse".
3. Think of a nurse whom you consider to be a typical 
or average staff nurse, neither noticeably good nor 
noticeably poor; write her name in the middle box, 
labeled "Average Staff Nurse".
4. Think of a nurse who falls between your "best" and 
"average" nurse and one who falls between your 
"average" nurse and your "poorest" nurse; write 
their names in the respective boxes.
5. Consider the actions of the nurse being rated 
(ratee) in relation to each item on the Scale.
6. Judge the competency displayed by the nurse, 
comparing her performance to that of nurses 
identified in the individual frame of reference.
7. Decide which of the staff nurses the subject most 
resembles in performing actions that are 
representative of the item.
8. Place a check or rating symbol in the column 
corresponding to the selected (reference) nurse.
9. Use nurse actions listed in the Cue Sheet and 
anecdotal notes to help recall observations of 
interactions with or interventions on behalf of 
patients by the person being rated, which will allow 
rating a particular item.
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10. Check an item "not observed" when the rater has not 
observed nursing care actions that would have 
allowed rating the item, although such actions would 
have been possible, appropriate, and expected in the 
settings in which the ratee had been providing care 
to patients.
11. Check an item "not applicable" when the situation in 
which the ratee was providing care was such that 
opportunity for performance of nursing care actions 
that permit rating the item was unlikely.
12. Where the ratee fails to perform nursing care 
actions that should be performed, given the 
patients' needs and conditions, the appropriate 
measurement is Poorest Nurse; the action would not 
be checked as Not Observed.
13. Similarly, the Not Applicable column should not be 
used to rate actions that are appropriate to 
patients' needs, or conditions; such care would be 
rated in the Poorest Nurse column.
CUE SHEET
1. Cues are concrete examples of 
interactions/interventions by the nurse with or in 
behalf of patients which are illustrations of the 
items.
2. Arbitrarily selected examples of actions that permit 
ascribing a rating to one or more items.
3. Descriptions of interactions/interventions derived 
from various health care settings.
4. Cues facilitate orientation of the rater to the 
scale.
5. The evaluator ascribes a rating to an item of which 
the cue is an illustration but does not rate the cue 
itself.
6. Review cues before and during rating sessions for 
reminders of:
a. activities that permit ascribing ratings;
b. items to be rated on the basis of particular 
activities.
APPENDIX D
REQUEST FOR PARTICIPATION
LIST OF HEAD NURSE EVALUATORS 
AND NUMBER OF EVALUATEES
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1345 Oak Hills Drive 
Colorado Springs, CO. 80919 
5 October 1980
Director of Nurses 
Washington County Public Hospital 
465 Main Street 
Akron, Colorado 80720
Dear Director:
For my doctoral research, I am conducting a survey by 
head nurses of the clinical performance of nurse graduates 
of associate degree and baccalaureate degree nursing 
programs. The new nurses must be within three to twelve 
months of initial employment after receiving their 
registered nurse licensure and must be working full time.
On the enclosed form, would you be kind enough to send 
me the names of the head nurses who will be conducting the 
evaluations and the number of new nurses each will be 
evaluating?
For each head nurse evaluator, I will send a Slater 
Nursing Competencies Rating Scale for each new nurse to be 
evaluated, Cue Sheet consisting of concrete examples of 
interactions/interventions by the nurse, Instructions for 
Use of the Slater, and a Demographic Sheet to be completed 
by each evaluator and evaluatee. If the same head nurse is 
evauating a group of new graduates, she need only fill out 
one demographic sheet and just place her name on the other 
demographic sheets. I will pay $15.00 for each completed 
evaluation.
I know your head nurses are very busy: but the Slater 
Scale is short, and the minutes they give to it will 
contribute substantially to the accuracy and meaningfulness 
of this research. The results could be used for the 
following: (1) to offer '•descriptions", if any, of what 
graduates from different nursing programs can and cannot do 
in the work world; (2) to assist the nursing service 
administrators to restructure job assignments and job 
descriptions based on the strengths/weaknesses of the 
employees (BSN and ADN graduates); (3) to assist the 
nursing service administrators to more effectively plan 
inservice programs to increase productivity of nurse 
graduates and to meet the new graduates nurses' personal and 
professional goals; and (4) to assist nurse educators, 
hospital administrators, and nursing service administrators 
to align educational goals more closely to the needs of 
nursing service and the demands of the consumers.
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Confidentiality of data will be respected and will be 
reported in summary form only. An abstract of the research 
will be sent to any hospital who participates and requests 
an abstract. Would you like an abstract?
Please return the list of head nurses anD number of 
evaluatees in the addressed stamped envelope provided for 
your convenience. Would you also please send a job 
description for your new associate degree and baccalaureate 
degree nurses?
Thank you for you assistance. If you have any further 
questions I can be reached at 303-598-9489 except Tuesdays 
and Wednesday when I am in the clinical area with student 
nurses.
Sincerely,
Carol J. Stanton,RN
Enel.
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7.-
8 .-
9.-
10.-
Washington County Public Hospital
Name Number
Head Nurse ADN
Evaluatees
BSN
APPENDIX E
DEMOGRAPHIC SHEET 
EVALUATEE AND EVALUATOR 
CONSENT FORM
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RATER
1. Name___________________ Position (ex. Head Nurse)__________
2. Length of time in present position_______________
3. Graduate of: (AD) (BS) (Diploma) School of Nursing
4. Age: (20-29) (30-39) (40-49) (50-59) (60 & over)
Sex: (M) (F)
5. Is the job description for the new associate degree 
nurse different from that of the new baccalaureate 
nurse?_____
6. If so, how is it different?______________________________
RATEE
1. Name_______________________________________  Sex: (M) (F)
2. Age: (17-19) (20-29) (30:39) (40-49) (50 or Over)
3. Marital Status: (M) (D) (Sep) (W) (Single)
4. Graduate of: (AD) (BS) School of Nursing
5. Month and Year of Graduation________________________
6. Is this your first job as a registered nurse?_____
7. Length of time working as a new graduate:_____ months
8. Primary Position (ex. team leader)_____________________
9. Clinical Assignment (ex. Medical Unit)___________________
10. Shift Working: (A.M.'s) (P.M.'s) (Nights) (Rotating)
11. Was a written job description given to you when you were
employed?______________________
12. Length of orientation__________________________________
13. Distance traveled one way to work________________
14. Previous medical experience (ex. LPN)____________________
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15. Number of Children
_________ Boys  Girls
_________ Ages  Ages
16. Do you have plans to pursue higher education?________
17. Are you now pursuing higher education?____________
APPENDIX F
FIRST, SECOND, AND THIRD 
FOLLOW-UP LETTERS
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1345 Oak Hills Drive 
Colorado Springs, CO 80919 
2 November 1980
Director of Nurses 
Aspen Valley Hospital 
Box H
Aspen, CO 81611
Dear Director:
On October 5, 1980 I sent you a letter requesting 
your participation in the research for my doctoral 
dissertation.
I would greatly appreciate your aid in finding head 
nurses to conduct the clinical evaluations. If you do 
not have head nurses, you, the director, can evaluate the 
new associate degree and baccalaureate degree nurses.
The new associate degree and baccalaureate degree 
nurses must be within three to twelve months of initial 
employment after receiving their registered nurse 
licensure and must be working full time.
In case you have misplaced the first form, I am 
enclosing another form on which to list the evaluators 
and the number of new nurses each will be evaluating. I 
realize the evaluations will be additional work for your 
head nurses so I am paying $15.00 per completed 
evaluation.
For my data to be valid, I need clinical evaluations 
on 100 baccalaureate and 100 associate degree nurses. At 
present, I have only 36 AD and 23 BS nurses to be 
evaluated.
I would like to keep the study within the state of 
Colorado in order to eliminate any geographical bias.
Please return the list of head nurses and number of 
evaluatees in the addressed stamped envelope provided for 
your convenience. Would you also please send a job 
description for your new associate degree and 
baccalaureate degree nurses?
Thank you for your assistance. If you have any 
further questions, I can be reached at 303-598-9489 
except Tuesdays and Wednesdays when I am in the clinical 
area with student nurses.
Sincerely,
Enel.
Carol J. Stanton,RN
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1 March 1981 
1345 Oak Hills Drive 
Colorado Springs, CO 80919 
(303) 598-9489
-------------- f r .n .
Denver General Hospital 
605 Bannock St.
Denver, CO 80204
Dear
I am in the process of completing the data collection 
for my dissertation research and find that I have not 
received the evaluation form(s) sent to you a few weeks ago.
I understand the difficulty encountered in trying to 
find time in your busy schedule to complete the 
evaluation(s), and I sincerely appreciate you agreeing to do 
so - especially since you did not have the opportunity to 
see the evaluation before committing yourself.
Unfortuately, I have a completion target date of May 
31, 1981 and must proceed as quickly as possible. Would you 
please check to see if you have sent back the completed 
evaluation(s), and if not, could you do so at your earliest 
convenience. Your input is extremely important in providing 
a balanced study.
Again, I want to thank you for assisting me in this 
piece of research.
Sincerely,
Carol J. Stanton, RN
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15 May 1981 
1345 Oak Hills Drive 
Colorado Springs, CO 80919 
(303) 598-9489
--------------------------- t r . n .
Denver General Hospital 
605 Bannock St.
Denver, CO 80204
Dear
I am in the process of completing the data collection 
for my dissertation research and find that I have not 
received the evaluation form(s) sent to you a few weeks ago.
I understand the difficulty encountered in trying to 
find time in your busy schedule to complete the 
evaluation(s), and I sincerely appreciate you agreeing to do 
so - especially since you did not have the opportunity to 
see the evaluation before committing yourself.
Unfortuately, I have a completion target date of May 
31, 1981 and must proceed as quickly as possible. Would you 
please check to see if you have sent back the completed 
evaluation(s), and if not, could you do so at your earliest 
convenience. Your input is extremely important in providing 
a balanced study.
Again, I want to thank you for assisting me in this 
piece of research.
Sincerely,
Carol J. Stanton, RN
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1345 Oak Hills Drive 
Colorado Springs, CO 
80919
Dear M r s .  ,
Thank you for completing the clinical evaluations on 
two BS nurses who have been been working full-time and who 
are within the time period of three to twelve months since 
initial licensure. These evaluations can be done 
retrospectively based on anecdotal notes and previous 
observations.
I am enclosing an Instruction for Use Sheet, Cue Sheet, 
a Demographic Sheet, and the Slater Nursing Competencies 
Rating Scale. When the Scale and Demographic Sheets are 
completed, return them to the Director of Nurses and throw 
away the Instruction Sheet and Cue Sheet.
Please have the ratee complete her/his portion of the 
Demographic sheet. No names will be used when the results 
are reported.
Because I know how precious your time is, I have 
enclosed a check for $15.00 for completing the clinical 
evaluation.
Thank you for assisting me in the research for my 
dissertation. If you have further questions, please call me 
collect at 303-598-9489.
Sincerely,
Carol J. Stanton, RN
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Statment Number, Number of Cases, 
Mean, t-value, Degrees of Freedom, 
and Probability of Significant Difference
for 84 Slater Scale Statements
PSYCHOSOCIAL: INDIVIDUAL SUBSECTION
Statement
Number
Number of 
Cases
Mean DF t-value P
1
ADN- 90 
BSN-143
3.4
3.6
164.8 2.14 .033
2
ADN- 90 
BSN-141
3.4
3.7
173.1 2.21 .028
3
ADN- 89 
BSN-141
3.6
3.9
168.3 2.55 .012
4
ADN- 89 
BSN-143
3.2
3.5
185.7 2.35 .020
5
ADN- 90 
BSN-143
3.2
3.5
177.7 3.01 .003
6
ADN- 90 
BSN-143
3.3
3.6
169.7 2.76 .006
7
ADN- 89 
BSN-141
3.1
3.5
163.2 2.91 .004
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Statement
Number
Number of 
Cases
Mean DF t-value P
8
ADN- 88 
BSN-140
3.3
3.6
190.5 2.38 .019
9
ADN- 70 
BSN-104
2.8
3.3
133.8 3.29 .001
10
ADN- 89 
BSN-141
3.0
3.3
163.5 3.08 .002
11
ADN- 84 
BSN-138
3.0
3.2
153.7 1.49 .139
12
ADN- 88 
BSN-141
3.3
3.7
170.3 2.97 .003
13
ADN- 88 
BSN-135
3.1
3.5
159.7 3.20 .002
14
ADN- 90 
BSN-143
3.3
3.7
166.5 2.76 .006
15
ADN- 86 
BSN-136
3.1
3.3
163.0 2.42 .017
ADN- 86 3.1
16 172.2 2.14 .034
BSN-138 3.3
206
APPENDIX H (CONTINUED)
Statement
Number
Number of 
Cases
Mean DF t-value P
17
ADN- 77 
BSN-120
3.1
3.3
147.4 1.30 .194
18
ADN- 79 
BSN-125
3.5
3.6
158.1 1.11 .270
PSYCHOSOCIAL: GROUP SUBSECTION
19
ADN- 55 
■ BSN- 88
3.0
3.5
111.3 1.90 .060
20
ADN- 39 
BSN- 66
3.0
3.3
66.3 1.55 .127
21
ADN- 33 
BSN- 49
3.0
3.4
64.7 2.29 .025
22
ADN- 48 
BSN- 80
3.0
3.4
82.67 2.16 .033
23
ADN- 36 
BSN- 53
3.0
3.4
72.2 2.17 .033
ADN- 38 2.8
24 75.0 1.90 .061
BSN-49 3.2
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Statement
Number
Number of 
Cases
Mean DF t-value P
25
ADN- 37 
BSN- 64
2.9
3.3
72.5 1.82
i
CMt-O•
26
ADN- 42 
BSN- 73
3.2
3.4
80.4 1.01 .316
27
ADN- 49 
BSN- 86
. 3.2 
3.6
77.5 2.54 .013
28
ADN- 45 
BSN- 72
3.1
3.5
87.5 3.08 .003
29
ADN- 35 
BSN- 51
3.6
3.8
62.2 1.41 .163
30
ADN- 38 
BSN- 56
3.2
3.8
80.1 3.26 .002
31
ADN- 28 
BSN- 43
3.0
3.4
65.0 2.06 .044
PHYSICAL SUBSECTION
ADN- 90 3.4
32 176.8 1.78 .076
BSN-143 3.6
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Statement
Number
Number of 
Cases
Mean DF t-value P
33
ADN- 90 
BSN-141
3.5
3.6
182.6 .85 .398
34
ADN- 90 
BSN-143
3.3
3.5
181.7 1.85 .066
35
ADN- 90 
BSN-143
3.4
3.7
171.7 1.99 .048
36
ADN- 90 
BSN-143
3.5
3.8
169.7 2.23 .027
37
ADN- 82 
BSN-125
3.3
3.5
147.1 1.68 .092
38
ADN- 87 
BSN-141
3.3
3.5
169.5 1.65 .100
39
ADN- 82 
BSN-126
3.2
3.6
145.3 2.47 .015
40
ADN- 88 3.0
169.7 3.09
BSN-141 3.4
.002
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Statement
Number
Number of 
Cases
Mean DF t-value P
41
ADN- 89 
BSN-139
3.4
3.6
162.1 1.98 .049
42
ADN- 90 
BSN-143
3.3
3.5
161.1 1.80 • o 4=
43
ADN- 90 
BSN-143
3.2
3.5
173.6 2.04 .042
44
ADN- 88 
BSN-143
3.5
3.7
161.3 1.70 .091
GENERAL SUBSECTION
45
ADN- 88 
BSN-138
3.1
3.5
180.3 2.63 .009
46
ADN- 85 
BSN-134
3.1
3.4
176.0 2.72 .007
47
ADN- 87 
BSN-141
3.3
3.7
161.0 3.03 .003
ADN- 77 3.1
48 168.3 2.54 .012
BSN-121 3.4
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Statement
Number
Number of 
Cases
Mean DF t-value P
49
ADN- 69 
BSN-116
2.8
3.4
145.5 4.34 .000
50
ADN- 80 
BSN-119
3.1
3.6
158.1 3.84 .000
51
ADN- 80 
BSN-122
3.2
3.6
165.4 2.29 .023
52
ADN- 82 
BSN-125
3.2
3.5
169.3 2.19 .030
53
ADN- 86 
BSN-137
3.2
3.5
183.5 2.95 .004
54
ADN- 85 
BSN-134
2.9
3.3
174.8 3.67 .000
55
ADN- 88 
BSN-138
3.2
3.4
182.5 1.44 . 150
ADN- 86 2.9
56 167.8 3.56 .000 
BSN-134 3.3
APPENDIX H (CONTINUED)
Statement
Number
Number of 
Cases
Mean DF t-value
57
ADN- 90 
BSN-142
3.1
3.4
183.6 3.04 .003
58
ADN- 89 
BSN-141
3.2
3.5
181.4 2.78 .006
59
ADN- 89 
BSN-141
3.4
3.6
168.9 2.04 .043
60
ADN- 84 
BSN-138
3.3
3.5
154.4 1.42 .156
COMMUNICATION SUBSECTION
61
ADN- 90 
BSN-143
3.4
3.7
169.3 2.57 .011
62
ADN- 89 
BSN-143
3.4
3.6
170.2 1 .34 .181
63
ADN- 87 
BSN-139
2.7
3.2
154.6 3.48 .001
64
ADN- 90 
BSN-142
3.3
3.7
143.5 2.49 .014
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Statement
Number
Number of 
Cases
Mean DF t-value P
65
ADN- 87 
BSN-135
3.2
3.5
158.2 2.59 .010
66
ADN- 89 
BSN-141
3.2
3.5
179.1 2.31 .022
67
ADN- 83 
BSN-132
3.1
3.4
149.7 2.64 .009
PROFESSIONAL IMPLICATIONS SUBSECTION
68
ADN- 90 
BSN-143
3.2
3.5
177.7 2.57 .011
69
ADN- 90 
BSN-143
3.3
3.4
180.5 2.93 .004
70
ADN- 90 
BSN-143
3.0
3.5
182.0 3.68 .000
71
ADN- 89 
BSN-143
3.0
3.5
176.2 3.68 .000
ADN- 89 3.1
72 175.6 3.57 .000
BSN-143 3.5
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Statement
Number
Number of 
Cases
Mean DF t-value P
73
ADN- 90 
BSN-142
3.3
3.6
181.4 2.06 .041
74
ADN- 90 
BSN-141
3.5
3.8
159.7 2.55 .012
75
ADN- 90 
BSN-141
3.6
3.7
178.4 1.31 . 192
76
ADN- 90 
BSN-141
3.5
3.8
162.7 2.35 .020
77
ADN- 82 
BSN-131
3.0
3.5
186.7 4.71 .000
78
ADN- 88 
BSN-139
3.2
3,5
183.6 2.86 .005
79
ADN- 90 
BSN-141
3.2
3.5
180.2 2.21 .029
80
ADN- 90 
BSN-141
3.5
3.7
160.5 1.44 .152
ADN- 90 2.8
81 174.3 2.98 .003
BSN-137 3.2
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Statement
Number
Number of 
Cases
Mean DF t-value P
82
ADN- 90 
BSN-141
3.4
3.5
171.7 1.50 .135
83
ADN- 90 
BSN-141
3.5
3.6
175.5 1.40 .162
ADN- 86 3.5
84 147.2 1.06 .290
BSN-138 3.6
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APPENDIX I
EVALUATION RESULTS ON 
SIX SLATER SUBSECTIONS
The items of the Slater Scale under each subsection is 
given. An indication will be made as to whether the 
individual item is significantly associated with ADN, BSN 
graduates or neither. For example, the indication that the 
item is significantly associated with BSN would indicate the 
BSN graduate was rated higher. The indication that the item 
is "neither" would indicate that there was no difference in 
how the two groups performed.
PSYCHOSOCIAL: INDIVIDUAL
Actions directed toward meeting the psychosocial needs of 
individual patients.
SIGNIFICANTLY 
ADN BSN NEITHER
1. Gives full attention X
2. Is a receptive listener X
3. Approaches patient in a kind,
gentle, and friendly manner X
4. Responds in a therapeutic manner
to patient’s behavior X
5. Recognizes anxiety in patient
and takes appropriate action X
6. Gives explanation and verbal 
reassurance when needed X
7. Offers companionship to 
patient without becoming involved
in a nontherapeutic way X
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SIGNIFICANTLY 
ADN BSN NEITHER
8. Considers patient as a
member of a family and of society X
9. Is alert to patient's
spiritual needs X
10. Identifies individual needs 
expressed through behavior and
initiates actions to meet them X
11. Accepts rejection or ridicule
and continues effort to meet needs X
12. Communicates belief in the
worth and dignity of man X
13. Utilizes healthy aspects of
patient's personality X
14. Creates an atmosphere of mutual 
trust, acceptance, and respect, 
rather than showing concern for
power, prestige, and authority X
15. Is well informed about current 
events and common interests that
can be shared with patient X
16. Chooses appropriate topics
for conversation X
17. Offers purposeful experiences 
and activities that will help the 
patient to participate and
communicate with others X
18. Conducts self with same 
professional demeanor when caring 
for an unconscious or nonoriented 
patient as when caring for a
conscious patient X
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PSYCHOSOCIAL: GROUP
Actions directed toward meeting psychosocial needs of 
patients as members of a group
SIGNIFICANTLY 
ADN BSN NEITHER
19. Conveys warmth and interest
in group situations with patients X
20. Helps groups of patients 
accept necessary limits to
freedom X
21. Encourages patients to 
participate in planning their own
group living experiences X
22. Delegates responsibility to 
patients according to their 
capabilities X
23. Proposes activities
appropriate to their capabilities X
24. Changes activities to meet 
priority needs in group, even 
though it would be easier to 
continue with activity already
begun X
25. Structures activities for
the purpose of helping patients 
vent their emotions in a socially
acceptable way X
26. Participates in group 
activities without dominating the
situations X
27. Gives praise and recognition 
for achievement according to 
individual's needs and with
respect for others in the group X
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SIGNIFICANTLY
ADN BSN NEITHER
28. Conducts activities with 
enthusiasm and without emphasizing 
individual competition
29. Converses with patient during 
group activities
30. Shares time with all patients 
in group
31. Guides group discussion when 
this is desirable
PHYSICAL
Actions directed toward meeting physical needs of
patients
SIGNIFICANTLY 
ADN BSN NEITHER
32. Adapts nursing procedures to 
meet needs of individual patients
for daily hygiene and treatment X
33. Attends to daily hygienic 
needs for cleanliness and 
acceptable appearance
34. Utilizes nursing procedures 
as media for communication and 
interaction with patients
35. Identifies physical 
symptoms and physical changes
36. Recognizes physical distress 
and acts to provide relief for 
the patient
37. Encourages patient to observe 
rest and exercise X
X
X
38. Encourages patient to take diet X
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SIGNIFICANTLY
ADN BSN NEITHER
39. Recognizes and reports 
behavioral and physiologic changes
that are due to drugs X
40. Ajusts expectations of 
patient's behavior according to 
the effect the drug has on the
patient X
41. Demonstrates understanding of
both medical and surgical sepsis X
42. Recognizes hazards to patient 
safety and takes appropriate 
action to maintain a safe 
environment and to give patient 
feeling of being safe
43. Carries out safety 
measures developed to prevent 
patients from harming themselves
or others X
44. Carries out established 
technique for safe administration 
of medication and parenteral 
fluids
GENERAL
Actions that may be directed toward meeting either 
psychosocial or physical needs of patients, or both at the 
same time.
SIGNIFICANTLY 
ADN BSN NEITHER
45. Utilizes patient teaching 
opportunities X
46. Involves patient and family
in planning for care and treatment X
47. Protects sensitivities of 
patients X
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SIGNIFICANTLY
ADN BSN NEITHER
48. Encourages patient to accept 
dependence/independence as
appropriate to his condition X
49. Utilizes resources within
the milieu to provide patient with 
opportunities for problem solving X
50. Allows patient freedom of choice
in details of daily living whenever
possible and within patient’s
ability to make choice X
51. Encourages patient to take part 
in activities of daily living that 
will stimulate his potential for 
positive growth
52. Adapts activities to physical 
and mental abilities of patient
53. Adapts nursing care to patient’s 
level and pace of development
54. Provides for diversional and 
treatment activities appropriate 
to patient’s capabilities and 
needs
55. Allows for slow or unskilled 
performance without showing 
annoyance or impatience
56. Establishes nursing care goals 
within the framework of the 
therapist’s plan of care
57. Adapts to and works with varied 
approaches to treatment
58. Relates to patient within 
framework of the therapeutic plan
59. Carries out watchfulness in an 
unobtrustive manner
X
X
X
X
X
X
X
X
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SIGNIFICANTLY 
ADN BSN NEITHER
60. Responds appropriately to
emergency situations X
COMMUNICATION
Communication on behalf of patients
SIGNIFICANTLY 
ADN BSN NEITHER
61. Communicates ideas, facts, 
feelings, and concepts clearly in
speech X
62. Communicates ideas, facts, 
feelings and concepts clearly in
writing X
63. Establishes a well-developed
nursing care plan X
64. Gives accurate reports, verbal
and written, of patient's behavior, 
including behavior that involved 
interaction with self X
65. Participates freely in ward 
patient-care conferences X
66. Communicates effectively and 
establishes good relationships with
other disciplines X
67. Attends to patient’s needs 
through use of referrals, both to 
departments in the hospital agency
and to other community agencies X
PROFESSIONAL IMPLICATIONS
Actions directed toward fulfilling respsonsibilities of a 
nurse in all facets and varieties of patient-care situations.
223
APPENDIX I (CONTINUED)
SIGNIFICANTLY
ADN BSN NEITHER
68. Is self-directional: takes
initiative and goes ahead on own X
69. Makes decisions willingly and 
appropriately X
70. Makes decisions that reflect 
both knowledge of facts and
good judgment X
71. Gives verbal evidence of good 
insight into deeper problems and
needs of patients X
72. Contributes as nurse member of
health team to planning and
evaluating care X
73* Spends time with patients,
rather than with other nurses
or hospital personnel X
74. Reliable: follows through with 
responsibilities X
75. Stays with assigned patients,
or knows where and how they are X
76. Impresses others with sincerity
of interest and nursing effort X
77. Gives continued interest and 
encouragement to various-level 
programs, whether directed to care 
of patients of her immediate 
concern or institution-wide
programs X
78. Participates in staff meetings X
79. Avails self of opportunities
for learning X
80. Is a good follower (helpful,
cooperative) X
81. Is a good leader (constructive) X
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SIGNIFICANTLY 
ADN BSN NEITHER
82. Is helpful to ward personnel X
83. Cooperates with ward routines
and hospital regulations X
84. Accepts authority situations
with understanding X
APPENDIX J
MEAN AND STANDARD DEVIATION 
FOR ADN AND BSN GRADUATES,
ANOVA, PROBABILITY OF SIGNIFICANT INFLUENCE, 
TUKEY'S HSD FOR TWELVE DEMOGRAPHIC 
VARIABLES ON SIX SLATER SUBSECTIONS
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Mean and Standard Deviation 
for ADN and BSN Graduates,
ANOVA, Probability of Significant Influence, 
Tukey's HSD, for Twelve Demographic 
Variables on Six Slater Subsections
DEMOGRAPHIC SLATER SUBSECTION
VARIABLE 1 2 3 4 5 6
1. Ratee Program
ADN
n 90 90 90 90 90
mean 55.2 42.4 46.9 21 .7 54.4
SD 12.3 10.0 10.8 6.0 13.4
BSN
n 143 143 143 143 143
mean 60.8 45.6 51.5 24.0 60.0
SD 10.9 8.4 11.8 5.1 12.1
F 13.1 7.1 9.0 9.1 10.7
P .001 .008 .003 .003 .001
2. Ratee - Length
of Time Working
3 mo.
n 19 19 19 19 19
mean 58.8 18.3 43.4 50.1 22.3
SD 10.5 17.0 9.4 11.6 5.6
4 mo.
n 14 14 14 14 14
mean 54.0 10.3 40.5 48.3 19.4
SD 11.1 16.1 10.7 14.7 6.3
5 mo.
n 22 22 22 22 22
mean 61.3 20.0 46.1 51.4 23.0
SD 13.2 16.9 9.2 13.8 5.5
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DEMOGRAPHIC SLATER SUBSECTION
VARIABLE 1 2  3 4 5 6
2. Ratee - Length 
of Time Working 
(cont.)
6 mo. 
n
mean
SD
57 
56.1 
11.7
57
16.2
17.9
57
43.0
8.4
57
48.4
1 1 . 2
57 
21.7 
5.4
7 mo. 
n
mean
SD
46 
57.2 
11 .7
46
20.0
16.4
46
42.5
8 . 8
46
47.2
1 1 . 0
46
23.5
4.8
8 mo. 
n
mean
SD
20
60.0
12. 1
20 
18.1 
21 . 1
20
45.6
8.1
20
48.8
9.8
20
23.7
6 . 1
9 mo. 
n
mean
SD
8
68.0
6.5
8
2 1 . 1
25.1
8
53.0
7.5
8
62.0
9.7
8
27.0
5.7
10 mo. 
n
mean
SD
6
64.5
10.5
6
14.3
1 3 . 8
6
50.0
9.3
6
51.3
7.1
6
26.2
6.2
11 mo. 
n
mean
SD
16
57.9
1 2 . 1
16
22.9
18.1
16 
40.7 
10 = 0
16
44.8
1 1 . 6
16
24.9
5.4
12 mo. 
n
mean
SD
23
63.7
10.2
23
33.0
18.7
23
49.8
7.8
23
56.3
8.7
23
24.9
4.2
13 mo. 
n
mean
SD
2
49.5
10.6
2
13.0
0.0
2
44.5
3.5
2
52.0
12.7
2
22.5
3.5
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DEMOGRAPHIC
VARIABLE 1
SLATER 
2 3
SUBSECTION 
4 5 6
2. Ratee - Length 
of Time Working 
(cont.)
F 2.0 2.0 2.9 2.5 2.2
P .036 .033 .002 .008 .019
HSD* 3.'43 5.32 2.63 3.36 1.60
3. Ratee - Time 
in Orientation
3 days
n
mean
SD
2
52.5
20.5
2
25.0 
31 .1
2
50.0
12.7
2
44.0
22.6
2
19.0
11.3
2
60.0
17.0
7 days 
n
mean
SD
7
61.0 
12.8
7
18.6
18.0
7
46.7
9.3
7
51.9
10.9
7
22.9
5.3
7
60.9
14.0
10 days 
n
mean
SD
1
69.0
1
16.0
1
50.0
1
55.0
1
26.0
1
67
11 days 
n
mean
SD
2
43.0 
21 .2
2
19.5
27.6
2
37.0
12.7
2
38.0 
21 .2
2
17.5
5.0
2
46.0
12.7
12 days 
n
mean
SD
2
64.5
6.4
2
14.0
17.0
2
49.5
2.1
2
52.0
18.4
2
19.5
2.1
2
73.0
7.1
13 days 
n
mean
SD
1
32.0
1
25.0
1
22.0
1
23.0
1
7.0
1
18.0
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DEMOGRAPHIC SLATER SUBSECTION
VARIABLE 1 2  3 4 5 6
3. Ratee - Time 
in Orientation 
(cont.)
14 days
n 25 25 25 25 25 25
mean 62.6 26.6 46.9 52.6 25.0 62.0
SD 10.4 20.8 7.0 8.2 5.7 12.0
15 days
n 1 1 1 1 1 1
mean 58.0 39.0 44.0 54.0 21 .0 61 .0
SD
17 days
n 1 1 1 1 1 1
mean 81 .0 39.0 60.0 64.0 31 .0 82.0
SD
21 days
n 24 24 24 24 24 24
mean 55.4 14.2 43.5 48.3 21 .6 53.5
SD 14.0 17.7 12.0 14.1 6.8 15.9
24 days
n 1 1 1 1 1 1
mean 76.0 45.0 52.0 64.0 24.0 50.0
SD —  — —  — —— — — — — —
25 days
n 2 2 2 2 2 2
mean 52.0 — 38.5 44.0 19.5 54.0
SD 0.0 — 0.7 4.2 0.7 1.4
28 days
n 14 14 14 14 14 14
mean 59.5 22.3 43.2 51 .1 21.4 57.5
SD 8.5 15.8 7.1 9.2 4.8 11 .7
30 days
n 30 30 30 30 30 30
mean 56.2 15.0 43.7 49.3 21.7 55.0
SD 11.3 16.0 10.0 10.4 5.4 11 .7
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VARIABLE 1 2  3 ^ 5 6
3. Ratee - Time 
in Orientation 
(cont.)
35 days
n 11 11 11 11 11 11
mean 63.5 12.4 45.8 46.2 24.8 62.0
SD 9.6 21 .0 4.3 15.3 4.9 8.5
37 days
n 1 1 1 1 1 1
mean 51.0 — 32.0 37.0 16.0 40.0
SD
42 days
n 1 1 1 1 1 1
mean 61.0 13.0 37.0 37.0 27.0 57.0
SD — — — — — —
45 days
n 62 62 62 62 62 62
mean 58.1 16.3 42.4 47.7 24.2 58.1
SD 11.0 13.4 8.3 10.9 4.0 9.7
49 days
n 3 3 3 3 3 3
mean 52.0 11.3 36.3 39.3 19.3 47.7
SD 3.6 19.6 1.5 3.8 5.9 11.6
56 days
n 14 14 14 14 14 14
mean 65.9 37.1 48.9 60.7 24.9 64.6
SD 11.8 22.8 8.5 9.7 4.9 14.6
60 days
n 6 6 6 6 6 6
mean 49.5 21.8 37.8 41.8 17.0 43.8
SD 9.8 18.6 8.2 5.4 4.7 13.6
72 days
n 1 1 1 1 1 1
mean 75.0 31.0 62.0 78.0 32.0 85.0
SD — — — — — —
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VARIABLE 1 2 3 4 5 6
3. Ratee - Time 
in Orientation 
(cont.)
F
P
HSD
2.0
.008
3.47
1.7
.032
5.37
1.7 
.021 
2.69
2.1
.004
3.43
2.1 
.003 
1.61
2.4
.000
3.70
4. Ratee
Previous Nursing 
Related Education
None
n 112 112 112 112 112
mean 58.1 19.5 49.8 23.3 58.1
SD 11.3 18.1 12.3 5.3 12.6
LPN
n 28 28 28 28 28
mean 55.3 14.3 46.0 21 .2 52.9
SD 15.2 15.6 12.5 6.1 14.7
Aide
n 73 73 73 73 73
mean 61.0 18.8 51.2 24.0 16.2
SD 10.5 19.1 9.8 5.5 12.1
Orderly
n 5 5 5 5 5
mean 47.0 14.0 35.6 16.6 41.8
SD 10.7 7.4 8.6 7.3 16.6
Unit Secretary
n 5 5 5 5 5
mean 61.0 39.0 55.8 24.0 59.8
SD 8.3 18.1 7.0 3.6 5.9
Other
n 10 10 10 10 10
mean 62.3 30.0 51.8 22.4 56.9
SD 12.6 18.1 10.7 3.8 9.6
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4. Ratee
Previous Nursing 
Related Education 
(cont.)
F
P
HSD
2.4
.040
2.93
2.4
.036
4.75
2.7
.020
3.01
2.6 
.026 
11 .43
3.0
.011
3.32
5. Ratee - Present 
Primary Position
Staff Nurse 
n
mean
SD
157
58.4
11.4
157
43.7
9.2
157
48.7
11.8
157
23.3
5.4
157
57.8
12.4
Asst. Sprvsr 
n
mean
SD
1
58.0
1
43.0 64.0
1
26.0
1
67.0
Team Leader 
n
mean
SD
57
57.1
12.7
57
44.2
8.4
57
50.2
10.5
57 
21.6 
5.1
57
55.7
13.3
Education
n
mean
SD
1
82.0
1
62.0
1
48.0
1
35.0
1
82.0
Other
n
mean
SD
13
68.3
7.7
13
53.5
6.9
13
60.5
9.4
13
27.2
5.0
13
66.3
13.3
F
P
HSD
3.5
.008
2.95
4.7
.001
2.28
3.6
.007
2.91
4.5 
.002 
1.36
2.9
.023
3.24
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6. Ratees 
Clinical 
Assignment
Med-Surg
n 119 119 119 119
mean 14.7 44.0 49.7 22.1
SD 16.6 9.0 10.7 5.3
Pediatrics
n 50 50 50 50
mean 23.1 41.6 45.5 24.2
SD 14.0 8.7 12.9 4.9
Obstetrics
n 22 22 22 22
mean 40.2 48.0 54.9 23.5
SD 14.6 10.0 12.7 5.5
Intensive Care
n 15 15 15 15
mean 6.9 47.0 53.5 25.7
SD 12.3 7.14 8.8 3.6
Psychiatric
n 11 11 11 11
mean 41 .5 48.8 53.2 25.2
SD 16.6 6.5 11 .4 7.0
Gen. & Nursing Ed.
n 15 15 15 15
mean 11.5 45.4 50.5 23.0
SD 17.3 11.2 12.3 7.6
F 17.5 2.5 2.8 2.3
P .000 .032 .018 .046
HSD 4.15 2.39 3.01 1.44
7. Ratees Sex
Males
n 12 12 12 12
mean 36.8 38.3 17.6 45.3
SD 8.3 6.6 5.4 13.1
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7. Ratees Sex (cont.)
Females
n
mean
SD
220
44.7
9.1
220 
50.3 
11 .5
220
23.4
5.4
220
58.4
12.5
F
P
8.7
.004
12.8
.000
13.2
.000
12.3
.000
8. Ratees Plans to 
Pursue Higher 
Education
Yes
n
mean
SD
153
45.6
9.4
153
51.5
11.5
No
n
mean
SD
47
42.1
7.6
47
46.0
9.5
Maybe
n
mean
SD
26
42.7
9.0
26
47.4
13.0
F
P
HSD
3.6
.014
2.14
3.7
.012
2.89
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VARIABLE 1 2
SLATER
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9. Ratees Now 
Pursuing
Higher Education
Yes
n
mean
SD
27.0
46.8
9.6
27.0
24.6
5.5
27.0
60.4
12.5
No
n
mean
SD
198
44.3
8.9
198
23.1
5.3
198
57.9
12.4
F
P
2.9
.024
4.1
.003
4.1
.003
10. Raters Age
20-29
n
mean
SD
50
63.2
12.7
50
27.1
22.2
50
47.9
8.6
50
55.3
12.1
30-39
n
mean
SD
137
57.4
10.5
137
16.1
15.7
137
43.0
8.8
137
48.0
11.1
40-49
n
mean
SD
30
55.8
12.3
30
19.7
17.8
30 
41.7 
9.4
30
48.0
11.4
50 & Over 
n
mean
SD
16 
61.0 
14.1
16
23.3
19.9
16
49.5
9.8
16
50.1
10.5
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10. Raters Age (cont.)
F 4.0 
p .009 
HSD 2.74
5.0
.002
4.27
6.3
.000
2.11
5.3
.001
2.69
11. Raters Time in 
Present Position
Less Than 1 Year 
n
mean
SD
54
30.8
19.8
54 
47.4 
10.1
54
54.9
13.4
13-24 Months 
n
mean
SD
74
17.5
17.1
74
44.0
9.5
74
48.3
11.6
25-60 Months 
n
mean
SD
70
11.4
12.7
70
42.1
6.9
70
45.9
9.4
61 Months-10 Years 
n
mean
SD
21
19.6
18.1
21
48.0
10.2
21
54.6
10.4
Over 10 Years 
n
mean
SD
14
25.9
18.6
14
40.8
8.4
14
48.7
7.0
F
P
HSD
10.9
.000
4.27
4.1
.003
2.26
6.3
.000
2.81
-
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12. Raters Sex 
Male
n 16 16 16
mean 30.0 48.7 56.1
SD 16.5 6.9 8.2
Female
n 216 216 216
mean 18.7 44.0 49.3
SD 18.2 9.3 11.7
F 5.8 3.9 5.2
P .017 .050 .024
#Tukey's HSD (honestly significant difference) test is a 
comparison involving two means and is declared to be 
significant if it exceeds HSD which is given by:
MS error
x,v.
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Abstract
A COMPARISON OF RATINGS OF THE CLINICAL COMPETENCY OF 
RECENT GRADUATES OF ASSOCIATE AND BACCALAUREATE DEGREE 
PROGRAMS IN NURSING
Carol Joan Magby Stanon, Ed.D.
The College of William and Mary in Virginia, July 1982 
Chairman: Professor Donald J. Herrmann
The purpose of this investigation is to determine 
significant differences in clinical competency ratings of 
ADN and BSN graduates, who are within the initial three to 
twelve months after registered nurse licensure and who are 
working full-time in Colorado hospitals.
The sample population consisted of 90 new ADN and 143 
BSN graduates in 35 Colorado hospitals.
It was hypothesized that the retrospective clinical 
performance evaluations by the head nurses, using the Slater 
Nursing Competencies Rating Scale, would show significant 
differences between clinical competency ratings of the 
sample of beginning ADN and beginning BSN graduates within 
three to twelve months after licensure as registered nurses 
when they were: 1) meeting the psychosocial needs of
individual patients; 2) meeting the psychosocial needs of 
patients as members of a group; 3) meeting the physical 
needs of patients; 4) meeting either the psychosocial or 
physical needs of patients or both at the same time; 5) 
communicating with other health team members on behalf of 
the patients; 6) fulfilling professional responsibilities in 
care given to patients that reflect initiative and 
responsibility indicative of professional expectations; and 
7) evaluated in terms of overall clinical competency.
Results indicate that the new BSN graduates, who were 
evaluated retrospectively by the head nurses, displayed 
greater clinical competency than the new ADN graduates.
Level of education appears to make a difference in the 
clinical performance of the new graduates within the first 
year of clinical experience (p < .05).
Additional statistical analysis, ANOVA, was performed 
on the evaluators and evaluatees demographic information to 
determine if these variables influenced the results of the 
clinical evaluations of new ADN and BSN graduates. Position 
and education of evauators did not appear to influence how 
the evaluators evaluated the new graduate; however, the 
younger and less experienced head nurses and male evaluators 
rated graduates higher than the older and more experienced
female evaluators.
The variables: age, marital status, first job, shift
working, distance traveled one-way to work, days of 
orientation, number of children, children's ages, and size 
of institution of the ratees, did not appear to influence 
how the evaluatees were rated. New nurses working 9 months; 
holding charge nurse and supervisory positions; had previous 
medical experience as aides and ward clerks; and planned to 
puruse or presently was pursuing higher education; were 
rated the highest.
Further study is needed to determine if the 
discrepancies in clinical performance between the two 
groups, ADN and BSN, disappear with experience. In 
addition, further studies using two or more nurse 
evaluators, who bear the same relationship to the new nurse 
graduate, need to be conducted. High priority in research 
should be given to identification and solution of the 
apparent differences between the nurses' professional role 
and responsibilities as perceived by the faculties of the 
nursing schools and reflected in their academic requirements 
and the actual responsibilities the graduates encounter upon 
initial employment.
female evaluators.
The variables: age, marital status, first job, shift
working, distance traveled one-way to work, days of 
orientation, number of children, children's ages, and size 
of institution of the ratees, did not appear to influence 
how the evaluatees were rated. New nurses working 9 months; 
holding charge nurse and supervisory positions; had previous 
medical experience as aides and ward clerks; and planned to 
puruse or presently was pursuing higher education; were 
rated the highest.
Further study is needed to determine if the 
discrepancies in clinical performance between the two 
groups, ADN and BSN, disappear with experience. In 
addition, further studies using two or more nurse 
evaluators, who bear the same relationship to the new nurse 
graduate, need to be conducted. High priority in research 
should be given to identification and solution of the 
apparent differences between the nurses' professional role 
and responsibilities as perceived by the faculties of the 
nursing schools and reflected in their academic requirements 
and the actual responsibilities the graduates encounter upon 
initial employment.
